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SUMMARY 
The researcher experienced that prematurely born infants were discharged from 
public hospitals as soon as they became hemodynamically stable and of a certain 
weight. Their mothers took these preterm infants home, based in an informal 
settlement.  Informal settlements are communities in South Africa, well known to be 
poor, without resources like water, electricity and suitable housing.  Internationally, 
such communities are referred to as ‘resource poor communities’. Unfavorable 
circumstances found in the informal settlements were not ideal for preterm infants, as 
such infants needed persistent best care to maintain and support their fragile 
physiological condition.   
The purpose of this study was to develop a model for nurses as a framework of 
reference to facilitate mothers’ care of their preterm infants while living in an informal 
settlement. Furthermore, the researcher developed guidelines for the implementation 
of the model.  
The objectives of the research were to: 
 Explore and describe the lived experiences of mothers who took their preterm
infants home to an informal settlement.
 Develop a model for nurses as a framework to facilitate mothers’ care of their
preterm infants whilst living in an informal settlement.
 Describe guidelines for nurses to implement the model to facilitate mothers’ care of
their preterm infants whilst living in an informal settlement.
The research design was qualitative, exploratory, descriptive and contextual in nature.  
A model development method was implemented in which four steps were followed:  In 
Step 1, concepts were analysed in two phases. In Phase 1 the central concepts were 
identified through the field study. Data were collected using in-depth, 
phenomenological, individual interviews until data saturation occurred.  Observation, 
field notes and photographs of the living environment were utilized.  Interviews were 
audio recorded. Consent were obtained for taking photographs of the environment and 
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to audio-record interviews. Data analysis were conducted using Giorgi’s 
phenomenological descriptive data analysis method.   
 
In Phase 2, the identified concepts were defined and classified.  During Step 2, 
concepts were placed in relation, followed by development of the model in Step 3.  
Finally, Step 4 involved the development of guidelines for the implementation of the 
model.  Measures to ensure trustworthiness were applied throughout the research 
process.  Ethical considerations were maintained throughout the study and prior 
written consent was obtained from each participant. 
 
The results of the study indicated that the participants experienced intrapersonal 
responses, interpersonal responses, and a multitude of physical challenges in caring 
for their preterm infants while living in an informal settlement. The results were 
summarised in three themes, in addition to three categories per theme. The central 
concept that was identified and defined was ‘facilitation of empowerment’ of mothers 
caring for their preterm infants in an informal settlement. The model, as well as 
guidelines, were described to implement the model. 
 
The original contribution of this study was the development of the model as well as 
guidelines to implement the model.   
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PROLOGUE 
 
A few years ago, I had the privilege to consult with a mother and her preterm infant in 
my private baby clinic. Her employer at the time referred her to me.  The mother was 
a domestic worker and lived in an informal settlement. She had lost a previous 
pregnancy due to a spontaneous miscarriage. Her second pregnancy, being twins, 
was tremendously precious for her and her husband. Regrettably, she progressed into 
preterm labour and gave birth to twin male babies at 28 weeks’ gestation. She had to 
make use of the healthcare services of the public hospital closest to where she 
resided. Her twin-babies were admitted in a neonatal intensive care unit: one baby 
weighed just short of 1000g, the other twin, Ayanda, weighed 1300g at birth.  
 
Sadly, the first twin died a few days after birth. The second twin’s clinical condition was 
critical: he needed oxygen by way of mechanical ventilation, closed incubator, naso-
gastric feeding, intra-venous medication, as well as minimal handling. Ayanda’s 
clinical condition improved, and he was discharged five weeks later into the care of 
his mother, living in an informal settlement. At the time of discharge, Ayanda was 33 -
34 weeks’ gestational age. He weighed 1850g.  
 
Mercifully, his mother’s employer approached me and asked if I would spend some 
time with the mother on the day of Ayanda’s discharge, as the mother verbalised to 
her that she was scared, and did not know how to look after her baby at home. I agreed 
to consult with them.  
 
The mother walked in with a huge bundle of thick blankets: Ayanda was wrapped deep 
in the bundle of blankets, carried in his mother’s arms. I placed the bundle of blankets 
on the assessment-bed, and found him as I unfolded the blankets one by one.  He 
was so tiny!  But, as an advanced neonatal trained registered nurse with neonatal 
neuro-behavioural nursing experience, I assessed him promptly, and found him to be 
hemodynamically stable: his clinical vital data was within normal values, his body cues 
at the time appeared content, as he was still warm from being wrapped in all the 
blankets. The consultation room was warm, and I assessed him in a contained manner 
to prevent him getting startled and becoming distressed. Ayanda was in a good clinical 
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condition. But, he was indeed small. And his mother was rightfully anxious, standing 
next to me at all times while I assessed Ayanda. 
 
Until today, I believe that I received Divine wisdom at that time: for some reason I knew 
in my spirit that I had to ask the mother about her physical situation at home, as I 
realised that I cannot teach her to care for her baby the way I used to teach other 
mothers to care for their preterm babies admitted in a private hospital: this mother 
lived in an RDP house in an informal settlement. Even though her RDP house was 
built with bricks, the dwelling had limited electricity; not enough to use a microwave 
oven. Only enough to boil her kettle. She did not have water taps inside her house. 
Water had to be collected from outside her house. She did not have a toilet inside her 
house. Her toilet was a temporary toilet, shared by neighbours.  
 
Immediately, I altered my health education, and made use of my own kettle, and a little 
plastic bowl (used to soak diced vegetables). I avoided using my microwave oven and 
stove to sterilise the feeding bottles, and mimicked the mother’s living circumstances: 
I taught her to sterilise the bottles for feeding in a pot, filled with water, on a gas-stove. 
I taught her to boil water and mix it with cold water (to be the correct temperature) in 
the plastic bowl to bath Ayanda. I taught her to wash him in a contained manner: 
Ayanda did not cry once during the bath, handling, and while clothing him. He was 
alert and content the entire time; I believe it was because of the contained manner of 
handling him. All the while, the mother watched every step, and her eyes lit up with 
every moment passing by. She became willing and excited to care for her little baby 
at her home.  
 
After a great deal of teaching, talking and sharing of her experiences, I placed Ayanda 
on his mother’s chest, right inside her top. She was amazed! He fit so well between 
her breasts. He never cried, fell asleep on her chest, and she did not have to carry 
him inside a mountain of blankets in her arms. Her arms were free to do other things 
and move around more securely. I finally dressed her with her blouse: both mother, 
and baby, content, ready to leave the clinic and go home.  
 
During our time shared together, I learned that this mother was not allowed to handle 
her baby during hospitalisation. She was allowed at certain times to change his nappy 
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inside the closed incubator, on instruction of the nurses. She was limited to visit him 
due to hospital visiting policy and financial restraints for transport. She did not know 
how to feed him, bath him or give his medicine.  She did not know which signs to look 
out for as warning signs of him becoming ill. 
 
Eighteen months later, after regular follow-up visits, Ayanda’s developmental 
milestones was 100% on par with a baby the same chronological age as him, but born 
fullterm at 40 weeks’ gestation. Ayanda never had pneumonia or gastritis during his 
first eighteen months of life, even though he was cared for and grew up in an informal 
settlement. I believe that it is due to the regular follow-up visits which included health 
education relevant to her living environment. 
 
Ayanda and his mother was the inspiration to this research, which I dedicate to them 
with the deepest thankfulness and appreciation.  
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CHAPTER 1 
OVERVIEW AND RATIONALE 
 
1.1 BACKGROUND AND RATIONALE 
 
Pregnant women who live in informal settlements in South Africa and advance into 
preterm labour will give birth to prematurely born infants in public hospitals. The 
researcher experienced that preterm infants might be admitted in Neonatal Intensive 
Care Units (NICUs) for a particular time deemed necessary by the medical team. As 
some public hospitals are not equipped with NICUs and have only nursery facilities in 
postnatal wards, such infants will either be admitted in the nurseries, kangaroo care 
units, or transferred to the closest NICU in another hospital, depending on the infants’ 
clinical health status (Velaphi & Rhoda, 2012:68-70; Wittenberg, 2013:2).  
 
Some mothers who faced admission of their preterm infants to public hospitals’ NICUs 
reported in conversation that it was challenging to visit their preterm infants regularly, 
for various reasons. When they managed to visit their preterm infants, some conveyed 
that they were not encouraged to take part in the care of their infants. Ramdin 
(2013:44) and Tomlinson (2014:2, 4) confirm that hospitals have a tacit ‘no-touch’ rule, 
where mothers of preterm infants are dissuaded from touching their infants during 
hospitalisation, unless the mother is admitted to lodge in the hospital’s kangaroo care 
unit. 
 
The mothers reported that they were not comfortable to inquire about their infants’ 
clinical condition during hospitalisation due to some nursing staff’s unreceptive 
attitude, also reported by Russel, Sawyer, Rabe, Abbot, Gyte, Duley and Ayers 
(2014:8-10) and Mannava, Durrant, Fisher, Chersich and Luchters (2015:2, 3, 6, 7). 
On discharge of the preterm infants, the mothers took their infants home to 
environments where they did not have adequate water and electricity readily available, 
and houses that could not ward off dust and wind due to poorly constructed structures 
(Health Systems Trust, 2016:25). 
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The temperature of the houses cannot be regulated and external levels of noise might 
be intolerable for infants (James, 2015:4, 27, 95). The mothers who did not lodge in 
the hospital’s kangaroo care units reported that due to limited practical caring 
opportunities during their infants’ hospitalisation, they considered themselves 
vulnerable in their knowledge and skills to optimally care for their preterm infants by 
themselves, especially in unfavourable environments at home. Mothers who had the 
benefit of lodging in the kangaroo care unit continued to state that even though they 
had experience in caring for their preterm infants, they did not have the knowledge 
and skills to adjust the skills they gained in the hospital, to the informal settlement 
context.  
 
Langer, Riggs-Perla, Steedman and Wegner (2015:3, 8-11,19) confirm that mothers 
who do not learn to care for their preterm infants feel unsure to take care of them after 
discharge. Furthermore, inadequately caring for preterm infants increases their 
exposure to neonatal death fifteen times more than full-term infants. They are also at 
significant risk for re-hospitalisation compared to full-term infants (Elford, 2015:2; 
Ghorbani, Dolatian, Shams, Alavi-Maid & Tavakolian, 2014:72; James, 2014:iv, v, 42). 
 
It is reported that Gauteng comprises as many as 339 000 households in informal 
settlements. Gauteng Province accounts for 31% of all households based in South 
African informal settlements as per the latest data available in the Census 2001 report 
(Housing Development Agency (HDA), 2012:11,12). There seems to be a significant 
number of Gauteng’s preterm infant population at risk for ill health due to being 
exposed to the living conditions of informal settlements, and not receiving optimal post-
discharge care; bearing in mind that they need to reside in safe environments to 
ensure optimal growth, development and health (Dorrington, Bradshaw, Laubscher & 
Nannan, 2019:ii, 15-17; Kalimba & Ballot, 2013:13-16; Levin & Brouwer, 2014:17). 
The World Health Organization (WHO) (2013:np) confirms that preterm infants face 
several health challenges. Unfortunately, informal settlements hold all the elements to 
make it an unfavourable environment for preterm infants (Blokland, 2014:179, 180; 
Chattopadhyay & Mitra, 2015:7, 9, 10; Kruidenier, 2015:2). 
 
The WHO (Blencowe, Cousens, Chou, Oestergaard, Say, Moller, Kinney & Lawn, 
2013:2; March of Dimes, PMNCH, Save the Children & World Health Organization, 
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2012:1) defines a ‘preterm infant’ as an infant born alive before 37 completed 
gestational weeks. For the purpose of this study and ease of reading, the researcher 
will refer to preterm infants representing male and female infants born before 37 
completed gestational weeks. Preterm infants are infants who experience physical and 
behavioural challenges; being born prematurely places them in compromised states. 
Physiologic complications might occur, including neurologic injury (specifically 
cerebral palsy), cardiac abnormalities like patent ductus arteriosis, and respiratory 
impairment like pneumonia. Preterm infants are also at risk for retinopathy and 
necrotising enterocolitis. Behavioural problems like difficulty to sleep, difficulty to self-
sooth and habituate can also occur.  
 
It is essential to optimally maintain and support the preterm infant’s hemodynamic 
status by managing the environment in such a way to avoid their physiological and 
behavioural systems being compromised (Bieleninik & Gold, 2014:191; Blencowe et 
al., 2013:1-3; Brazelton & Nugent, 1995:126-128; Chattopadhyay & Mitra, 2015:7, 9, 
10; Guran, Bulbul, Uslu, Dursun, Zubarioglu & Nuhoglu, 2013:102, 105). Not only are 
the physical and behavioural status compromised, but also the socio-emotional status 
of the preterm infants and that of their parents. It has been confirmed that both infants 
and their mothers experience a lot of tension due to the premature birth of the infant 
(Bergman & Bergman, 2010:78; Ghorbani et al., 2014:72; Gondwe, Munthali, Ashorn 
& Ashorn, 2014:7; Levin & Brouwer, 2014:17). 
 
1.2 PROBLEM STATEMENT 
 
Preterm infants need to remain in a safe environment to ensure optimal growth, 
development and health (Kalimba & Ballot, 2013:13-16; Levin & Brouwer, 2014:17). 
They are subject to systemic complications, including neurological, cardiac, 
respiratory and gastrointestinal complications. They have to be handled and cared for 
in a very specific way to prevent illness and death (Bieleninik & Gold, 2014:191; 
Hawes, McGowan, O'Donnell, Tucker & Vohr, 2016:67). If mothers of preterm infants 
are empowered with knowledge and skills during hospitalisation of the infants, they 
would be able to better care for the infants, be able to recognise warning signs of 
possible illness sooner, and seek help sooner should it be necessary (Aliabadi, 
Kamali, Borimnejad, Rassafiani, Rasti, Shafaroodi, Rafii & Kachoosangi, 2014:2). 
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A large number of Gauteng’s population of preterm infants are exposed to the 
challenging living conditions of informal settlements. Houses in informal settlements 
are small, confined, and exceptionally close to each other. Some are illegally built and 
made larger to occupy more individuals. Some houses have no electricity, and most 
make use of gas or fire for cooking. Carbon monoxide poisoning and respiratory 
illnesses occur as a result of cooking activities, combined with reduced ventilation, 
which is another typical feature in informal housing (Chirau, 2014:4-16; Naidoo, Piketh 
& Curtis, 2014:35). Some houses have no running water inside the houses and most 
dwellings are noisy (Midvaal Local Municipality, 2017:15, 45-49) and provide non-
beneficial stimulation to preterm infants who were discharged from NICUs. These 
infants are fragile and in need of very gentle and special care from their mothers 
(Burnham, Feeley & Sherrard, 2013:324, 330-334; Darmstadt, Shiffman & Lawn, 
2015:s15; Sahni & Polin, 2013:645-650; 379). 
 
Mothers do not receive discharge information suitable to their living context in caring 
for their preterm infants. It is evident that preterm infants do not receive optimal post-
discharge care when referring to the high number of re-hospitalisations (Blokland, 
2014:179, 180; Rothberg, 2010:3-7). Preterm infants are faced with high rates of 
infectious diseases, diarrhoea, as well as lower respiratory tract infections. Reportedly, 
people living in urban informal settlements are very poor (Naicker & Mathee, 
2015:268-270). It is clear that informal settlements hold all the elements to make it an 
unfavourable environment for the preterm infant to grow and develop optimally 
(Chattopadhyay & Mitra, 2015:7, 9, 10). Vital registration indicates that the bulk of 
registered child deaths were infants (76%), with 22% of these deaths occurring in the 
first month of life. The majority of deaths (54%) occurred in the post-neonatal age 
group as a result of prematurity and related problems (Nannan, Dorrington, 
Laubscher, Zinyakatira, Prinsloo, Darikwa, Matzopoulos & Bradshaw, 2012:iv, v, 1, 
18-22, 36).  
 
The researcher realised that it is important to determine the mothers’ experiences in 
caring for their preterm infants in the informal settlement, as the mothers’ caring 
behaviour and the health outcome of the preterm infant is directly related (Spinelli, 
Frigerio, Montali, Fasolo, Spada, & Mangili, 2016:185-186; Simieneh, Mengistu, 
Gelagay & Gebeyehu, 2019:3-6; Ying & Feng, 2017:5534). The researcher 
 5 
established that no research has been conducted in South Africa to determine the 
experiences of mothers caring for their preterm infants while living in informal 
settlements (Gondwe et al., 2014:2-4, 7). Therefore, the researcher aimed to address 
the gap in the literature by exploring and describing the mothers’ lived experiences in 
caring for their preterm infants in an informal settlement, to develop a model as a 
framework of reference for nurses to facilitate mothers’ care of their preterm infants 
after discharge from hospital. 
 
1.3 RESEARCH QUESTIONS 
 
The following research questions were established: 
 
 How do the mothers experience caring for their preterm infants at home in an 
informal settlement? 
 What can be done to facilitate mothers’ care of their preterm infants at home in an 
informal settlement?  
 
1.4 RESEARCH PURPOSE 
 
The purpose of this study was to develop a model for nurses as a framework of 
reference to facilitate mothers’ care of their preterm infants while living in an informal 
settlement. Furthermore, the researcher developed guidelines for the implementation 
of the model. 
 
The objectives of the study were to: 
 
 Explore and describe the lived experiences of mothers who took their preterm 
infants home to an informal settlement. 
 Develop a model for nurses as a framework of reference to facilitate mothers’ care 
of their preterm infants while living in an informal settlement. 
 Describe guidelines for nurses to implement the model to facilitate mothers’ care of 
their preterm infants while living in an informal settlement.  
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1.5 PARADIGMATIC PERSPECTIVE 
 
The paradigmatic perspective within the Theory for Health Promotion in Nursing 
(University of Johannesburg, 2017:9, 10) guided this study and supported the 
researcher in employing it as a clear point of reference. The paradigmatic perspective 
will be disclosed in the course of the description of the meta-theoretical, theoretical 
and methodological assumptions for this study (Linda, Phetlhu & Klopper, 2014:506-
507). 
 
1.5.1 Meta-theoretical component 
 
Meta-theoretical assumptions are the basic views of the researcher about the human 
being, health, nursing, as well as the environment (Chinn & Kramer, 2011:45-48). This 
component is illustrated in the researcher’s vision and mission, which provide a 
framework of reference during the research process. The researcher endeavoured to 
provide a high standard of research and make an original contribution to the nursing 
profession and the University of Johannesburg. In the following sections, the 
researcher continues to describe her basic beliefs about a person, health, nursing, 
and the environment.  
 
1.5.1.1 Person 
 
The researcher believes that the ‘person’ component in this paradigmatic perspective, 
referring to the Theory for Health Promotion in Nursing (University of Johannesburg, 
2017:4-8), represents mothers of preterm infants who gave birth to their infants before 
their expected date of delivery, who experienced negative feelings with the admission 
of their preterm infant in the NICUs. The mothers live in an informal settlement and 
take care of their infants, still being preterm at the time of discharge, without the 
emotional and physical support of the hospital, the NICU, the medical staff, equipment 
and environment, or medication.  
 
Preterm infants are human beings with special needs who require very specific care 
to enhance and maintain their optimal health (Le Roux, Myer, Nicol & Zar, 2015:495-
100; Licata, Paulus, Thoermer, Kristen, Woodward & Sodian, 2014:342-349). The 
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WHO (2013:np) confirms that preterm infants need similar care to that of full-term 
babies, and “a little bit more”. Both mothers and preterm infants are whole persons 
who embody dimensions of the body, mind and spirit. These persons are in a dyadic 
relationship, demonstrating that both are emotionally and physically available for each 
other, even if the infant is still preverbal. 
 
1.5.1.2 Health 
 
According to the Theory for Health Promotion in Nursing (University of Johannesburg, 
2017:5), health is a vibrant, shared state in the life of mothers in combination with their 
preterm infants’ environment. The environment of mothers and preterm infants refer 
to NICUs, initially, progressing to the mothers’ homes inside an informal settlement. 
Living in an informal settlement refers to mothers and preterm infants being in 
interaction with each other through shared needs and satisfaction of needs. It also 
refers to the interaction of mother- and -infant dyads with the environment; at first being 
the NICU and later the informal settlement context. The way the interaction occurs 
indicates the relative status of health of the mothers, the preterm infants, the mother-
infant dyad, and the caregiving. This interaction either enhances or negatively 
influences the health of mothers and preterm infants. 
 
1.5.1.3 Nursing 
 
Nursing is a collaborative process where the nurse is a thoughtful, helpful professional 
who enables the advancement of health through the utilisation of resources (University 
of Johannesburg, 2017:4). In respect of this study, the nurse is the researcher, who 
will, through the process and results of the research, act like a sensitive, therapeutic 
professional to ultimately promote the health of mothers with preterm infants, 
specifically in an informal settlement. It is clearly understood that preterm infants need 
specific care and interventions (Elford, 2015:2; Ghorbani et al., 2014:72), therefore, 
the researcher endeavours to activate resources to improve the health of preterm 
infants with this study. Mobilisation of resources will occur by firstly exploring the 
mothers’ lived experiences, describing the results, followed by the development of a 
model for nurses working in the informal settlement clinic to facilitate mothers’ care of 
their preterm infants. 
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1.5.1.4 Environment 
 
The environment includes an internal and external environment (University of 
Johannesburg, 2017:5). The internal environment consists of the mothers’ and 
preterm infants’ dimensions of body, mind and spirit. The mothers’ bodies refer to their 
physical stature, status and health. Preterm infants’ bodies refer to their petite 
physique with all systems in place, but organs and physical functionality still being 
immature. The minds of mothers refer to their knowledge, skills and attitude in caring 
for their preterm infants inside the challenging environment of the informal settlement. 
The mothers’ attitude in caring for their preterm infants is reflected in their emotions 
and conduct. Preterm infants’ minds are reflected through their emotional exhibition 
and behavioural state (Brazelton & Nugent, 1995:126-128). The University of 
Johannesburg’s Theory for Health Promotion in Nursing (2017:6) describes the spirit 
dimension as the part of the individual or family, which reflects their relationship to 
God. In this context, the spirit of both the mothers and preterm infants involved two 
related elements which had a unified function, namely the mother’s conscience and 
relationship with her preterm infant.  
 
The external environment entails the physical, social and spiritual dimensions. The 
physical environment refers to an informal settlement, the layout of the settlement, 
placement of houses, and presence or absence of physical structures and resources 
in and around the houses where the mothers and preterm infants live. The social 
dimension refers to the interaction between mothers and infants, and the mother-infant 
dyad with other individuals in the houses and surrounding communities. The spiritual 
dimension refers to the mothers’ religion and belief-system. The researcher attempted 
to accept the mothers’ religion without prejudice, unless the religion and tradition could 
potentially cause harm to the preterm infant.  
 
1.5.2 Theoretical component 
 
The researcher applied the Theory for Health Promotion in Nursing (University of 
Johannesburg, 2017:2-10) in this study by assuming that mothers and preterm infants 
are whole persons who interact directly and indirectly with their environment in a 
cooperative manner. The internal environment involves both mothers’ and infants’ 
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physical, mental and spiritual dimensions. The physical, social and spiritual dimension 
occur in the external environment.  
 
1.5.3 Theoretical definitions 
 
The following theoretical definitions were derived from the title and were used in the 
research process: 
 
1.5.3.1 Model 
 
A model is a conceptual diagram that represents a system, which comprises simplified 
words or graphics of real-life occurrences (Chinn & Kramer, 2018:186). Furthermore, 
model development is recognised as an effective research method which supports 
researchers in understanding and describing reality truthfully (Shafique & Mahmood, 
2010:4). In this study, the researcher selected a model development method to 
demonstrate the phenomenon of mothers caring for their preterm infants, as a 
demonstration tool for nurses to facilitate such mothers’ care of their infants while living 
in an informal settlement. 
 
1.5.3.2 Nurses 
 
The South African Nursing Council (SANC) defines nurses in the Nursing Act (Nr 33 
of 2005), as persons “registered in a category under Section 31 (1) in order to practice 
nursing or midwifery” (SANC, 2005:6). In this study, the term ‘nurses’ include 
“registered professional nurse and -midwife”, as well as the “enrolled nurse” 
(Motsoaledi, 2013:1). For the purpose of this study, the auxiliary nurse and care-
worker, all of whom practice nursing in the mother and infant domain, are included in 
the term ‘nurses’.  
 
As per the SANC’s (2013) Code of Ethics, the researcher believes that nurses have 
an ethical responsibility towards individuals, families, groups and communities. In this 
study, ethical responsibility refers to mothers caring for their preterm infants while 
living in informal settlements. Nurses have a responsibility to protect, support and 
 10 
restore the health of preterm infants, to prevent illness, preserve life and ease suffering 
by facilitating the mothers’ care of their preterm infants.  
 
1.5.3.3 Facilitate 
 
‘Facilitate’ is a verb which implies an endeavour to make something possible or easier 
(Cambridge Dictionary Online, 2015:np). To ‘facilitate’ includes themes like 
“investment in a relationship”, to make someone “feel respected and valued” through 
“effective communication skills” (Heaman, Sword, Elliot, Moffatt, Helewa, Morris, 
Gregory, Tjaden & Cook, 2015:4-6). In this study, ‘facilitate’ implied that the 
researcher, by means of developing the model, was the instrument to guide and 
support the care provided by mothers to their preterm infants while living in an informal 
settlement (HDA, 2012:5, 11, 12). However, ‘facilitate’ also implied that the results of 
this study might empower nurses in informal settlement clinics to be the instruments 
to support mothers’ care of their preterm infants.  
 
1.5.3.4 Mothers 
 
Mothers refer to women who gave birth to and continue to care for their infants. They 
raise their infants by caring for them with devoted attention and affection (Sinclair, 
Hanks & Fox, 1988:507). In this study, ‘mothers’ implied women who lived in an 
informal settlement in Gauteng, who gave birth to live infants born prematurely. These 
mothers were primary caregivers, and part of a community supporting and influencing 
the care they provide their preterm infants. They shared experiences in caring for their 
infants (Ghorbani et al., 2014:7, 72; Licata et al., 2014:350, 355) which had a direct 
impact on the health outcome of their preterm infants (Gondwe et al., 2014:2-4, 7).  
 
1.5.3.5 Caring  
 
‘Care’ is described as a process of providing for the needs of someone, to give serious 
attention to the details of a situation (Cambridge, 2015:np). Oxford University Press 
(2016:np) describes ‘care’ as a verb, feeling that something is important and worth 
being concerned about. ‘Caring’ is also described as being kind, helpful and showing 
that one cares about other people.  
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Relevant to this study, mothers of preterm infants were individuals who provide 
necessary support in the form of love, physical care – like holding, bathing, feeding 
and/or medicating the infants – in order to improve and maintain their physical and 
emotional health to enhance optimal growth and development. It also involved the 
attitude of wanting to support and provide the best to improve the health of preterm 
infants living in an informal settlement, remembering that caring for preterm infants is 
different to caring for full-term infants (Langer et al., 2015:3, 8-11, 19). Bieleninik and 
Gold (2014:191), as well as Kalimba and Ballot (2013:13-15), confirm that the care 
which mothers provide to preterm infants must be specific to meet the unique needs 
of individual preterm infants. 
 
1.5.3.6 Preterm infant  
 
The WHO (2012:2, 4, 17) defines ‘preterm infants’ as infants born alive before 37 
completed gestational weeks (Blencowe et al., 2013:1, 2; March of Dimes et al., 
2012:1). In the context of this study, preterm infants were infants who were born before 
37 completed gestational weeks, admitted in the NICU for a minimum duration of six 
hours. The same infants were discharged home into the care of their mothers who live 
in an informal settlement.  
 
For this study, the researcher included infants born prematurely, six weeks to six 
months post-discharge, and the chronological age of the infant was not relevant. At 
the time of inclusion into the study, the preterm infants were hemodynamically stable 
and cared for by their own mothers living in an informal settlement. 
 
1.5.3.7 Informal settlement 
 
The HDA (2013:5, 11, 12) confirmed that a variety of definitions regarding ‘informal 
settlements’ exist. Definitions point to homes as constructions built from non-
permanent or basic materials as the primary features of informal settlements. Informal 
settlements are described as settlements which have not been acknowledged as a 
residence, consisting of informal homes (shacks) (Huchzermeyer, Baumann & 
Muhamed, 2004:7, 23-26). In this study, the researcher defined ‘informal settlements’ 
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as areas where groups of people took occupation of a piece of land, residing without 
approval from architects or municipal plans.  
 
Groups of people develop an unauthorised township of illegally built-up structures 
erected from scrap material like second-hand bricks, corrugated iron, wood and 
cardboard. Huchzermeyer, Karam and Maina (2012:1, 2) and Murray (2014:np) 
confirm that these houses do not hold or will partially hold essential services like water 
and sanitation, implicating that residents are exposed to many unpleasant 
circumstances. 
 
1.5.4 Methodological assumptions 
 
The methodological assumptions, as termed by Babbie (2010:33, 44) and Polit and 
Beck (2017:476, 481), provided the researcher with direction and guidance to explore 
and attain a deep and meaningful understanding of the lived experiences of mothers 
caring for their preterm infants in an informal settlement. As confirmed by Polit and 
Beck (2017:10, 11, 19, 231), exploring and gaining a deeper understanding of the 
mothers’ lived experiences clarified the multiple realities of their complicated 
experiences. The findings of the in-depth, qualitative research, were based on real-life 
experiences of participants, resulting in the researcher being enabled to construct the 
reality of mothers living in an informal settlement caring for their preterm infants. This 
is important, as a model was developed as a framework of reference for nurses to 
facilitate mothers’ care of their preterm infants while living in an informal settlement.  
 
The University of Johannesburg’s (2017:10) Theory for Health Promotion in Nursing 
confirmed that the research problem, research aims and objectives provided direction 
for the researcher to select the research design used in the study. The methodological 
assumptions signified the researcher’s choice of design which consequently 
determined the method of data collection. A qualitative research paradigm was used 
in this study in order to understand the mothers’ realities by exploring their subjective 
experiences. The researcher’s own experiences and self-reflection during this study 
became part of the data, which consequently led to a deeper understanding of the 
participants’ experiences, as supported by Houghton, Hunter and Meskell (2012:36) 
as well as Polit and Beck (2017:476, 481). 
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The methodology was contextual (Polit & Beck, 2017:476, 481), supporting a deeper 
understanding of the participants’ experiences. It provided a rich description of the 
model as a framework of reference for nurses working in the informal settlement clinic 
to facilitate mothers’ care of their preterm infants while living in an informal settlement. 
The researcher employed an inductive reasoning strategy which generated a theory, 
as reinforced by Chinn and Kramer (2011:189; 2015:165-171; 2018:12). The 
researcher adhered to all aspects of trustworthiness, which ensured the study’s truth 
value. Scientific logic and justification were employed throughout the entire research 
process (Babbie, 2010:348; Polit & Beck, 2017:231, 476, 481). The research 
methodology enhanced the applicability of the research findings (University of 
Johannesburg, 2017:9-10) by means of the development of a model to facilitate the 
mothers caring for their preterm infants. 
 
1.6 ETHICAL MEASURES 
 
As this study involved human beings, ethical principles guided the researcher’s 
conduct with the intention to protect the participants. Ethical measures were applied 
throughout the study, which supported the researcher in maintaining practised, lawful 
and social responsibilities towards the participants (Polit & Beck, 2017:172, 173). 
Ethical measures such as autonomy, non-maleficence, beneficence and justice were 
adhered to (Babbie, 2013:75, 154; Grove, Gray & Burns, 2015:44, 166, 191). 
 
1.6.1 Autonomy 
 
The first concern in guarding the mothers’ wellbeing and safety was to protect their 
identity. The researcher supported their autonomy by withholding their names, 
physical addresses and the names of the hospitals where their infants were born by 
assigning a number to each participant in the published results (Babbie, 2013:64; Polit 
& Beck, 2017:114). An identification file was created, which related the mothers’ 
participant numbers with their names in order to allow corrections or authentication of 
data, should the need arise. This file was locked in a safe and was not made available 
to anyone except the researcher and the study supervisors, as reiterated by Babbie 
(2010:60-65) and Polit and Beck (2017:485). 
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Gaining informed consent from the mothers implied that they had enough information 
regarding the research to understand the content. It also meant that they would be 
able to decide freely and voluntarily to take part, or refuse participation, in the 
research. Informed consent was documented by requesting and allowing the mothers 
to sign a consent form in the form of a participant information letter (Annexure C). This 
letter included information regarding the research purpose, specific expectations from 
the mothers, such as the amount of time required from them during the interview, and 
the voluntary nature of their participation and potential costs and benefits (Polit & Beck, 
2017:485). 
 
1.6.2 Non-maleficence 
 
Non-maleficence relates to avoiding or doing as little harm as possible to the 
participants of the research study (Babbie, 2010:60-70; Polit & Beck, 2017:187, 210; 
Ritchie, Lewis, McNaughton Nicholls & Ormston, 2013:77-79, 85). Conducting 
research which involves human beings should never harm them, even if they give 
voluntary consent to participate in the research. In this study, the researcher took 
caution to not physically, psychologically or emotionally harm the mothers caring for 
their preterm infants in an informal settlement during the research study. Therefore, 
the researcher was sensitive not to disclose information that could humiliate the 
mothers or compromise their private lives.  
 
1.6.3 Beneficence 
 
This is one of the most fundamental ethical principles in research (Polit & Beck, 
2017:40, 106, 140-144; Ritchie et al., 2013:77-79, 85). The researcher ensured that 
mothers caring for their preterm infants were fairly and non-discriminately selected. 
The purpose of the research was repeated regularly to ensure that they remained 
aware of not benefiting financially during research participation. Mothers were not 
placed at risk since there was no coercion in this study. Privacy of both the mothers 
and their preterm infants were protected at all times. 
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1.6.4 Justice 
 
The right to fair treatment was adhered to when participants were selected strictly 
according to the research requirements and selection criteria (Polit & Beck, 2017:141, 
156-160). The researcher guarded against selecting participants based on their 
vulnerable or compromised position. The researcher further safeguarded against 
prejudice towards the mothers caring for their preterm infants by repeating their option 
to not participate or withdraw their participation at any time during the research, even 
after agreeing that they would participate in the study.  
 
All agreements between the researcher and mothers of preterm infants were 
honoured. Mothers had telephonic access to the researcher at all times during the 
research in order to clarify information. Mothers were informed that they have access 
to relevant professional/medical assistance should physical or psychological harm 
occur. The researcher and mothers of the preterm infants could clarify any issues that 
might arise during the research. The researcher agreed to be sensitive to and respect 
the beliefs, habits and lifestyles of the mothers living in the informal settlement. 
Therefore, considerate and thoughtful conduct was practised at all times by the 
researcher towards mothers caring for their preterm infants while living in an informal 
settlement. 
 
1.7 RESEARCH DESIGN AND METHOD 
 
1.7.1 Research design 
 
In order to achieve the research purpose, a theory-generative, qualitative, exploratory, 
descriptive and contextual research design was employed as it was the most 
appropriate way to study the lived experiences of mothers caring for their preterm 
infants while living in an informal settlement. Chinn and Kramer’s (2015:165-171; 
2018:11, 22, 183-187) theory-generative method was applied in conducting the study. 
The researcher developed a model for nurses to facilitate mothers’ care of their 
preterm infants in an informal settlement. Lastly, guidelines to implement the model 
were developed. 
 
 16 
1.7.2  Research method 
 
In this study, four steps were implemented to develop the model for nurses to facilitate 
mothers’ care of preterm infants in an informal settlement:  
 
1.7.2.1 Step 1: Concept analysis 
 
Concept analysis provides clarity on the range of meanings, uses and ideas to which 
the concepts are applied (Chinn & Kramer, 2018:187, 216). In order to generate new 
meaning, the researcher followed a specific approach to develop meaning (Grey, 
Grove & Burns, 2013:3-7,17,25; Grove et al., 2015:44,166,191). Step 1 occurred in 
two phases, as discussed next. 
 
a) Phase 1: Identification of the central concept 
 
An interpretive phenomenological approach (Holloway & Wheeler, 2010:137, 204-205; 
Reiners, 2012:1, 2; Van Manen, 2007:13, 14) was utilised in conducting the fieldwork. 
Exploring mothers’ experiences phenomenologically supported the researcher’s 
purpose to understand how they made sense of their world by honouring the possibility 
of multiple realities. The researcher accepted that experiences were perceived in 
different ways, by different people, not excluding the experiences of the researcher 
(Denscombe, 2007:77-79; Rapport & Wainwright, 2006:229).  
 
In order for the researcher to identify the concepts in Step 1, the population and 
sampling method were clarified. 
 
a.i) Population and sampling 
 
A population, as described by Babbie (2010:63, 80-83, 91-99) as well as Holloway and 
Wheeler (2010:137, 204-205, 217-218), is the entire set of individuals having more or 
less the same qualities and experiences. In this study, the population consisted of 
mothers, 18 years and older, living in an informal settlement in Gauteng, who gave 
birth to preterm infants. The prematurely born infants were admitted in any public 
hospital NICU for a minimum of six hours. The infants were discharged home from the 
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hospital in a hemodynamically stable clinical condition at the time of discharge, into 
the care of their mothers. 
 
The researcher interviewed the mothers during a window period of six weeks to six 
months after discharge from hospital, as recommended by Dains, Baumann and 
Scheibel (2016:39, 184, 436) and Sadock, Sadock and Ruiz (2015:129, 212). 
Provenzi, Barello, Fumagalli, Graffigna, Sirgiovanni, Savarese and Montirosso 
(2016:538) suggest that at least three to six months should be allowed after the 
discharge of the preterm infant before interviews are undertaken, as mothers continue 
to find the unexpected birth of their preterm infant distressing. Interviewing the mothers 
after the indicated timeframe ensured the mothers had settled in the idea that their 
infants were born prematurely, and they were able to reflect on their experiences in 
caring for their preterm infant in an informal settlement. 
 
Sampling refers to the method of selecting a portion of the population to characterise 
the entire population of mothers with preterm infants (Babbie, 2013:98; Polit & Beck, 
2017:55-61, 66, 103-110). In this study, the research sample was established through 
a purposive sampling method (Smith, Flowers & Larkin, 2009:48-50), where the 
researcher selected study participants based on certain characteristics while referring 
to the purpose of the study. 
 
At the time of inclusion into the study, the preterm infants were hemodynamically 
stable and cared for by their own mothers who lived in an informal settlement. In case 
the infants became ill, or any medical needs occurred during the study, the researcher 
would have referred the dyad to the closest hospital. Mothers of preterm infants had 
to be able to speak and understand English well enough to comprehend a 
conversation between themselves and the researcher, as suggested by Denscombe 
(2007:77-79) and Rapport and Wainwright (2006:229). However, some mothers 
demonstrated difficulty in expressing their experiences in English, and needed support 
in communicating with the researcher. In such cases, the mothers could select a 
translator of their choice who was fluent in English; often a family member or friend. 
The researcher selected participants by ensuring that they experienced the 
phenomenon in question.  
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a.ii) Data collection 
 
The primary method of data collection was in-depth, phenomenological interviews as 
well as participant observation where the researcher had rich, detailed, first-person 
interactions with the participants, as advised by Babbie (2013:87, 118) and Smith et 
al. (2009:48-50). The researcher practised respectful interviews and entered into 
sensitive conversations, which Kruidenier (2015:1) and Mashau (2017:420-425) 
propose. The comprehensive opening question was:  
 
‘How is it caring for your baby at home?’  
 
The focus of the interviews and first-person observations was to listen to and observe 
the mothers closely in order to understand the context and process of interaction and 
meaning as it was relayed by the participants (Babbie, 2013:121-130).  
 
During observation and interviews, the researcher wrote field notes to describe and 
support the development of possible themes that might emerge during the interviews. 
Audio-recordings were also made of interviews, as recommended by Silverman 
(2011:130) and Smith et al. (2009:48-50). Photographs were taken of the environment 
with the mothers’ permission, which further described and supported the development 
of possible themes. Data were collected until data saturation occurred when no new 
themes developed from the in-depth, phenomenological interviews and observations. 
Data saturation is described as the process of collecting data to the point where a 
sense of closure is achieved (Polit & Beck, 2017:57-67, 87-89).  
 
a.iii) Data analysis 
 
Data were analysed after completion of the fieldwork using Giorgi’s method (1975 in 
Whiting, 2013:68-72; Christensen, 2017:83-85) of data analysis (Holloway & Wheeler, 
2010:217-220). The researcher transcribed interviews and fieldnotes, and described 
photographs taken of the research context (Creswell, 2007:11, 19; Silverman, 
2011:130; Smith et al., 2009:48-50). Themes, emerging as categories, were reduced 
during the data analysis of interviews (Creswell, 2007:19-23).  
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a.iv) Discussion of results and literature control 
 
In order for the researcher to place the identified concepts in relation, research findings 
were verified and substantiated with literature. This is important, as it placed the 
research results in context. The literature control provided the researcher with an 
opportunity to re-contextualise the findings and results into the current existing nursing 
and other related theoretical literature (Creswell, 2007:32-34, 46). Central concepts 
were identified from these results. 
 
b) Phase 2: Defining and classifying concepts 
 
Phase 2 involved the researcher defining and classifying central concepts, as 
identified in Phase 1. In order to make meaning, the central concepts reflected the 
values relevant to the research purpose (Grey et al., 2013:3-7, 25-27). To define the 
identified central concepts, essential criteria were identified through dictionary and 
subject literature.  
 
Central concepts were assessed using the criteria of Copi, Cohen and McMahon 
(2014:511). The central concepts were additionally classified utilising Dickoff, James 
and Wiedenbach’s (1968) manner of classification. Dickoff et al. (1968:422,429) 
suggest that survey lists must be used, which support the researcher in assessing the 
phenomena in six different ways by asking the following questions:  
 
 ‘Who performs the activity?’ 
 ‘Who is the recipient of the activity?’ 
 Where does the activity take place?’ 
 ‘What is the outcome of the activity?’ 
 ‘What is the procedure?’  
 ‘What are the dynamics of the activity?’  
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1.7.2.2  Step 2: Constructing conceptual relations 
 
Once concepts were identified, defined and classified in Step 1 of the concept 
analysis, the identified concepts were placed into relationship with each other, as 
suggested by Walker and Avant (2011:41, 59, 110). Statements of relationships were 
made to elaborate on and illustrate the relation between the main concept and related 
concepts by means of recognising patterns in the concepts (Walker & Avant, 
2011:109-115, 160-161). 
 
1.7.2.3 Step 3: Description of the model 
 
The researcher developed, described and evaluated a model as a framework of 
reference for nurses to facilitate mothers’ care of their preterm infants in an informal 
settlement. The procedure involved a description of central concepts, classification of 
statements and a description of the structure of the process, as explained by 
Bendassolli (2013:np), Shafique and Mahmood (2010:4) and Thomas (2006:239-243). 
The description of the structure and model evaluation followed Chinn and Kramer’s 
principles of theory evaluation (Chinn & Kramer, 2015:165, 171; 2018:160, 185-189, 
202).  
 
1.7.2.4 Step 4: Description of guidelines for implementing the model 
 
The researcher provided and described guidelines for the implementation of the 
model. The guidelines enhanced the nursing knowledge related to nursing practice 
(Grey et al., 2013:36-42; Grove et al., 2015:44, 166, 191; Walker & Avant, 2011:109-
115, 160-161).  
 
1.8 MEASURES TO ENSURE TRUSTWORTHINESS 
 
Trustworthiness is a description of rigour, which implies that the researcher had to be 
strict in her judgement and conduct during the study. It was applied to ensure that 
consecutive steps were clearly set out and undertaken with careful attention to detail 
in order for the results to be trusted (Taylor & Francis, 2013:19, 46-48, 66). Guba’s 
model of trustworthiness proposed four aspects which are relevant in qualitative 
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research, namely credibility, transferability, dependability and confirmability (Thomas 
& Magilvy, 2011:151-155).  
 
1.8.1 Credibility 
 
Lincoln and Guba (in Thomas & Magilvy, 2011:151-155) suggest techniques for 
improving and documenting the credibility of the qualitative data which the researcher 
applied. Prolonged engagements were practised to ensure the depth of the study. 
Multiple resources were used to collect data, including individual interviews, 
observations, field notes and photographs, which ensured and supported 
triangulation. Participants were included in the research until data saturation occurred, 
and multiple sources like digital recordings, field notes, photographs and personal 
documents were used to interpret and control data gained from the participants. 
Member checks were done by allowing participants to give input in preliminary 
findings. Lastly, the researcher reflected credibility because she was the data 
collecting instrument, as supported by Polit and Beck (2017:161, 179, 180, 441-450) 
and Silverman (2011:21-28, 30, 45-50).  
 
1.8.2 Transferability 
 
Transferability describes the degree to which research findings can be applied in 
different contexts and with other groups. Polit and Beck (2017:39, 110, 161) confirm 
that transferability is similar to the concept of generalisability. However, in this 
qualitative study, the primary purpose was not to generalise the findings but to develop 
a deeper understanding of the phenomenon. The researcher ensured a thick 
description of data to guarantee applicability, implicating trustworthiness (Silverman, 
2011:30-39, 42-50). The participants’ demographics were described. A dense 
description was provided regarding the results from the fieldwork, using direct 
quotations from the participants and photographs of the research context. Additionally, 
a thorough explanation was provided of the model and guidelines to implement the 
model. 
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1.8.3 Dependability 
 
Dependability of qualitative data refers to the stability of data over a period of time and 
through circumstances. Therefore, dependability refers to the reliability of data (Polit 
& Beck, 2017:115, 161-171, 559-560). The researcher was able to confirm the 
reliability of data by means of an inquiry audit executed by an external reviewer 
(Babbie, 2013:324, 409, 411; Silverman, 2011:17-20, 21-28, 30, 50). A thorough 
description was provided of the research methodology.  
 
1.8.4 Confirmability 
 
Confirmability is a standard to measure impartiality. It refers to the objectivity of 
qualitative data as soon as it was established (Polit & Beck, 2017:161, 559, 723, 747). 
The researcher established an inquiry audit to determine both the dependability and 
confirmability of the data. Therefore, confirmability was achieved when credibility, 
auditability and appropriateness were demonstrated, which relied on the participants’ 
confirmation of the captured data. This guarded against the researcher’s bias in the 
interpretation of research results (Taylor & Francis, 2013:19, 46-48, 123). 
 
1.9 SIGNIFICANT CONTRIBUTIONS 
 
The researcher made a significant contribution to nursing practice, nursing research 
and nursing education (University of Johannesburg, 2017:6-10) with this study by 
providing increased understanding of mothers’ experiences having to care for their 
prematurely born infants in an informal settlement. The development of a model to 
facilitate mothers’ care of their preterm infants was a priority, as it served as a 
framework of reference for nurses working with mothers and preterm infants. 
Guidelines for model implementation were also developed. 
 
1.10 DIVISION OF CHAPTERS 
 
Chapter 1:  Overview and rationale  
Chapter 2:  Research methodology 
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Chapter 3: Discussion of research findings: The experiences of mothers caring for 
their preterm infants while living in an informal settlement 
Chapter 4: Identification, definition and classification of central concepts 
Chapter 5: A model to facilitate the empowerment of mothers caring for their preterm 
infants in an informal settlement and guidelines to implement the model  
Chapter 6: Conclusions, limitations and recommendations 
 
1.11 CONCLUSION 
 
In Chapter 1, the researcher introduced the reader to the proposed research and 
discussed the rationale of the research. The research method was a four-step model 
development method. Ethical measures were described as well as measures to 
ensure the trustworthiness of the study. The division of the chapters was also listed. 
In Chapter 2, the researcher elaborates on the model development, research design, 
research method and reasoning strategies that were used in this study. 
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CHAPTER 2 
RESEARCH METHODOLOGY 
 
2.1  INTRODUCTION 
 
In Chapter 1, a general outline and motivation for undertaking this research was 
described and the purpose of this study was discussed. The researcher developed a 
model for nurses dealing with mothers and preterm infants, to facilitate such mothers’ 
care of their infants in an informal settlement in Gauteng. In this chapter, the focus is 
on the research design and the way in which the entire research process was 
executed.  
 
Research methodology refers to the comprehensive ‘process of research’ (Braun & 
Clarke, 2013:31-33; Creswell, 2014:23). This means that the research methodology 
represents a thorough framework that was implemented by the researcher to 
accomplish the research (Ellis, 2016:14). Polit and Beck (2017:iii) and Yin (2011:11) 
state that the research methodology is an active process where the systematic 
investigation should take place during data collection and analysis to answer 
questions and solve real-life problems.  
 
While the research methodology refers to the broad framework of how the research 
process had to occur, Williamson and Whittaker (2014:13) endorse that the research 
methodology consists of specific research methods selected by the researcher, such 
as interviews, to conduct the study. The research method relates to the instruments 
the researcher used to collect data, as confirmed in Ellis (2016:16). Simultaneously, 
the research method is described as the practical way in which the researcher collects 
data (Neuman, 2014:1-2; Williamson & Whittaker, 2014:13).  
 
In this study, the researcher implemented a research method based on the four steps 
of theory generation as described in Chinn and Kramer (2011:216, 217; 2018:12), 
Dickoff et al. (1968:422, 423) and Walker and Avant (2011:41, 59, 109-115, 160-161). 
Aspects regarding trustworthiness are discussed in Section 2.6 and ethical 
consideration is detailed in Section 2.7. 
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2.2  PURPOSE AND OBJECTIVES OF THE RESEARCH 
 
The purpose of this study was to develop a model for nurses as a framework of 
reference to facilitate mothers’ care of their preterm infants while living in an informal 
settlement. Furthermore, the researcher developed guidelines for implementation of 
the model. 
 
The research objectives were to: 
 
 Explore and describe the lived experiences of mothers who took their preterm 
infants home to an informal settlement. 
 Develop a model for nurses as a framework of reference to facilitate mothers’ care 
of their preterm infants while living in an informal settlement. 
 Describe guidelines for nurses to implement the model to facilitate mothers’ care of 
their preterm infants while living in an informal settlement.  
 
2.3  RESEARCH DESIGN 
 
The research design refers to the way the study was arranged (Creswell, 2013:49). 
Yin (2011:75) describes the research design as a logical plan whereby the researcher 
questioned, collected data and approached data analysis to attend to the research 
questions. Therefore, the research design was used to arrange the study from a broad 
concept to a narrower, more organised inquiry (Creswell, 2014:5). The research 
design related to the philosophical worldview that the researcher brought to this study 
(Brink, van der Walt & van Rensburg, 2009:22-23).  
 
To address the research question, the researcher had to select a philosophical base 
(Ellis, 2016:12). The philosophy, otherwise stated as a research paradigm, was 
accepted as values and beliefs which guided the study (Patton, 2015:89-98, 728-733; 
Lincoln & Guba, 1985:15). Braun and Clarke (2013:333), Chinn and Kramer 
(2011:157; 2018:186) as well as Neuman (2014:97) describe a ‘paradigm’ as a general 
coordinated framework within which scientific theories are created, and within which 
scientific practices occur.  
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The basic assumptions of this study were grounded within a paradigm, positioning the 
research questions with examples of quality research and methods for gaining 
understanding. An individual’s worldview or life philosophy regulates the choices and 
decisions to be made during the research processes. In health and social research, 
two basic paradigms exist, namely qualitative and quantitative paradigms (Creswell, 
2013:20-22). Ellis (2016:12) confirms that these paradigms refer to different ways of 
viewing the world and reality. 
  
The paradigm was described in terms of ontology, epistemology and methodology 
(Brink et al., 2009:22). Ontology, in this study, was concerned with the nature of the 
world, the relationships which existed between the world and human understanding, 
and interpretation of the world. In this qualitative study, the researcher accepted and 
described various realities of the mothers caring for their preterm infants while living 
in an informal settlement (Braun & Clarke, 2013:333; Creswell, 2013:20). 
 
Epistemology determined how the researcher produced the information to make the 
mothers’ understanding and interpretation of their reality known. Chinn and Kramer 
(2018:4) as well as Streubert and Carpenter (2011:85) confirm that epistemology 
enquires how the researcher relates to the participants. In this qualitative study, the 
epistemological assumption guided the researcher to spend as much time as possible 
with the mothers caring for their preterm infants in the informal settlement to gather as 
much information as possible. The intention was to understand the mothers’ subjective 
experiences, as described in Braun and Clarke (2013:330) and Creswell (2013:20).  
 
In this study, qualitative research was applied, which relied on interpretive principles, 
and aimed to subjectively capture human experiences, which quantitative research 
could not do (Ellis, 2016:27). Creswell (2013:23-24) confirms that constructivist and 
interpretive approaches are complementary, and thus supported the researcher in 
exploring the mothers’ lived experiences.  
 
The researcher accepted the philosophical worldview of constructivism, which, 
according to Creswell (2013:23-24), is closely related to interpretivism. As per Braun 
and Clarke (2013:328-329) and Creswell (2014:5-6), the philosophical worldview 
which best suited this qualitative study was the constructivist philosophical worldview 
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as it enhanced the development of meaning. Constructivism supported the researcher 
in developing subjective meaning of the participants’ lived experiences (Creswell, 
2013:24). Mothers caring for their preterm infants while living in an informal settlement 
had common circumstances, like having to take their infants, being premature at the 
time of discharge, home to an informal settlement. The assumption from a 
constructivist paradigm is the close interaction between the researcher and the 
mothers caring for their preterm infants, and the voice and interpretation of their lived 
experiences in caring for their preterm infants. During this study, exploring that 
assumption was central to understanding the mothers’ care of their preterm infants 
while living in an informal settlement.  
 
This philosophy also resembled that of the interpretive approach which matched the 
qualitative design best, and allowed the researcher to gain a deeper understanding of 
the participants’ perceptions and the meaning they attached to their experiences in life 
(Creswell, 2014:5-6; Lincoln & Guba, 1985:76-79). Braun and Clarke (2013:331) and 
Neuman (2014:103) explain that the interpretive approach is associated with the 
hermeneutics method, which allows for in-depth inquiry and interpretation of the 
participants’ lived experiences. 
 
By using the interpretive approach, the researcher understood the participants’ reality 
within their natural setting (Green & Thorogood, 2005:10-13). Lincoln and Guba 
(1985:9-44, 76-79, 294-300) confirm that the naturalistic inquiry seeks to understand 
the world of the participants in which they live and work. The researcher accepted that 
the mothers did not take an objective stance to their life experiences, but rather 
developed subjective meanings of their life experiences which were directed at 
objects. The researcher believed that the mothers’ views of their environment and 
living experiences were important to consider in the study. Consequently, the 
researcher asked one central research question, accompanied by general questions 
to allow participants to construct their own meaning of their situation. The researcher 
asked open-ended questions, which led to rich information from the participants 
(Creswell, 2014:18-20). 
 
As the interpretivist approach was combined with the constructivist worldview, the 
researcher considered the importance of how individuals interact with each other. 
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Therefore, the context where participants lived and worked was important, as the 
researcher better understood the mothers’ history and the cultural settings which 
influenced their experiences in caring for their preterm infants while living in an 
informal settlement (Creswell, 2014:8-10, 18-20). Together with the mothers’ own 
interpretation of their experiences and circumstances, the researcher recognised her 
own background and experiences during data collection and analysis, which ensured 
that the research goal was reached, as advised by Creswell (2014:8-10). 
 
In the interpretive approach, mothers caring for their preterm infants attempted to 
understand the world in which they live through constant clarification, giving meaning 
to and trying to justify and enhance their experiences in caring for their preterm infants 
while living in an informal settlement. The participants continually constructed, 
developed and changed their daily interpretations of their life-world (Braun & Clarke, 
2013:331; Creswell, 2013:74-76).  
 
A theory-generative, qualitative, exploratory, descriptive and contextual research 
design was utilised in this study.  
 
2.3.1  Theory-generative design 
 
Chinn and Kramer’s (2011:216-217; 2018:12) theory-generative method was applied 
to conduct the study. The researcher developed a model for nurses working in an 
informal settlement clinic to facilitate mothers’ care of their preterm infants while living 
in an informal settlement. Guidelines for the implementation of the model were 
developed, which generated theory on a practice level, implicating that the focus of 
model development related to nursing practice (Walker & Avant, 2011:41). Walker and 
Avant (2011:41, 59, 109-115, 160-161) confirmed that model development would 
enhance nursing practice. This was found to be particularly true for this study since 
nurses’ understanding of mothers’ experiences in caring for their preterm infants while 
living in an informal settlement was enhanced. 
 
In theory generation, scientific knowledge accumulates in a logical and focused 
manner (Chinn & Kramer, 2015:165-171; 2018:12). However, constructivism aims to 
co-construct meaning where various representations exist. The purpose of model 
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development in this study was to develop a model for nurses as a framework of 
reference to facilitate mothers’ care of their preterm infants while living in an informal 
settlement. This model presents a framework of reference for nursing practice, 
education and research by co-constructing the meaning of various realities as 
experienced by the mothers caring for their preterm infants in an informal settlement. 
Dickoff et al. (1968:422, 423) state that a model which is developed on a practice 
theory level, should use various elements included in the theory. In this study, the 
methods of Chinn and Kramer (2015:165-171), Dickoff et al. (1968:422, 423) and 
Walker and Avant (2011:115, 160-161) were combined. Guidelines were formulated 
for the practice of nursing and operationalisation of the model within the context of 
nursing practice, the education of nursing students, as well as future research. The 
strategies described for the operationalisation of the model will relate to the developed 
model (Walker & Avant, 2011:59, 160-161).  
 
According to Chinn and Kramer (2015:165, 168; 2018:196-198), a theory is an 
inventive and detailed construction of ideas which represents a purposeful and 
methodical view of phenomena. The process of model development involved concept 
analysis, definitions and classifications. The character of the relationships between 
the concepts was investigated and links were identified by the researcher. Concepts 
were identified and defined within the context of the theory (Chinn & Kramer, 
2015:165, 168; Dickoff et al., 1968:422,423).  
 
2.3.2  Qualitative design 
 
Qualitative research is viewed as one of the foremost paradigms in research. Creswell 
(2013:74-76) and Grove et al. (2015:44, 166, 191) refer to qualitative research as an 
‘interpretive methodological approach’. This design was selected by the researcher 
since she wanted to explore the experiences, behaviour and feelings of mothers caring 
for their preterm infants while living in an informal settlement. The researcher wanted 
to further explore what is at the heart of their lives from an insider’s perspective; the 
insider being the researcher. The qualitative approach was used to gain an 
understanding of the meaning and understanding of the participants’ life experiences 
and what was important to them (Babbie, 2013:60-70; Holloway & Wheeler, 2010:205-
208).  
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Qualitative research interprets social phenomena completely in the natural setting, 
recognising possible multiple methods which will be interactive and humanistic, 
resulting in data interpretation (Babbie, 2013:75, 154; Creswell, 2013:75). 
Furthermore, qualitative research is a subjective approach, with its key attributes to 
focus on the process of research and the goal to understand the phenomenon in terms 
of a specific context (Creswell, 2013:20-23, 74-76). The researcher explored and 
described the lived experiences of mothers caring for their preterm infants while living 
in an informal settlement, which represented their natural setting. Likewise, the 
researcher gained understanding and insight into the meaning and interpretation that 
mothers caring for their preterm infants attached to their experiences of care while 
living in an informal settlement.  
 
Data were obtained for this study through in-depth interviews, observations and 
interactions. For the researcher to have gained insight and understanding of the 
mothers’ lived experiences, the question ‘How is it caring for your baby at home?’ was 
asked. The focus of the interviews and first-person observations was to listen to and 
closely observe the mothers’ lived experiences to gain an understanding of the context 
and process of interaction and meaning as it was relayed by the participants (Babbie, 
2010:33, 44, 348; Babbie, 2013:60-65; Creswell, 2013:20-23, 74-76).  
 
2.3.3  Exploratory design 
 
An exploratory study is designed to improve knowledge of the field of study, as 
recommended by Grove et al. (2013:3-7, 17, 25-27). In using an exploratory study, the 
researcher gained insight into a phenomenon which was unfamiliar, namely mothers’ 
experiences in caring for their preterm infants while living in an informal settlement.  
 
2.3.4  Descriptive design 
 
To ensure that the research objectives were reached, the researcher followed a 
descriptive research design, which involved identifying the characteristics of the 
phenomenon and relationships amid this phenomenon (Chinn & Kramer, 2011:87-89; 
2018:53, 179-183). The descriptive research focused on ‘how’ and ‘why’ questions. 
Concepts were described and relationships were identified through descriptive 
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research. In describing concepts and identifying relationships, a picture of the 
phenomenon was presented as it naturally took place (Babbie, 2013:70, 75; Neuman, 
2014:167). 
 
In this study, the lived experiences of mothers caring for their preterm infants while 
living in an informal settlement were explored. The deeper meaning of the mothers’ 
experiences was described, alluding to a dense description which Babbie (2013:70-
75) defines. This ensured the researcher developed a deeper meaning and 
understanding of the mothers’ experiences of caring for their preterm infants. 
 
The researcher developed a model based on the results of the lived experiences of 
mothers caring for their preterm infants while living in an informal settlement. This 
study was contextual as this model generated a framework of reference for nurses to 
facilitate mothers’ care of their preterm infants while living in an informal settlement. 
 
2.3.5  Contextual design 
 
Babbie (2013:70-75) confirms that studying participants’ lived experiences can only 
be understood by the researcher when undertaken in a specific context (Refer to 
1.5.3.7). In this study, the mothers’ experience in caring for their preterm infants were 
considered, supporting the researcher’s understanding of the mothers’ lived 
experiences as it took place in a specific context, namely an informal settlement in 
Gauteng.  
 
2.4  REASONING STRATEGIES 
 
Making sense of research is based on the logic of reasoning (Yin, 2011:75). Scientific 
reasoning reflects the characteristics of a certain claim which is set out in an 
understandable manner. Therefore, it can be accepted that a research study must 
follow the guidelines of sensible and valuable reasoning. Chinn and Kramer 
(2015:165-168) confirm that logical reasoning will result in a reasonable conclusion. 
In this study, reasoning occurred when the researcher comprehended the research 
findings, experiences and evidence. Therefore, to make sense of research evidence 
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and to reach a place of logical conclusion, the researcher used logical reasoning to 
develop the theory. 
 
Basic approaches to theory building are described by Walker and Avant (2011:110-
112) in three steps: synthesis, derivation and analysis, working either inductively or 
deductively. In this study, the following approaches were applied by the researcher:  
 
2.4.1  Analysis 
 
An analysis is mostly valued in areas where an existing body of theoretical literature 
exists (Walker & Avant, 2011:110-120). During the analysis approach, the researcher 
divided the phenomenon into smaller fragments to improve understanding of those 
parts. The researcher then explained and described the concepts. Moreover, the 
researcher explored the relationships of each of the components to each other and 
compared it to the phenomenon. In this study, qualitative analysis occurred. 
Additionally, concept clarification, concept refining and statements supported with a 
literature review and investigation of concept relationships took place.  
 
2.4.2  Synthesis 
 
The process of synthesis can support the researcher in interpreting and explaining the 
concepts, relationships and themes, as described by Walker and Avant (2011:110-
120). Walker and Avant (2011:109, 160-161) refer to synthesis as a step which allows 
particular elements of data, which are not linked with theory at the time of reasoning, 
to be placed in a relationship.  
 
Data obtained from the in-depth, phenomenological, individual interviews, 
observation, and first-person interaction with the mothers caring for their preterm 
infants in an informal settlement, were organised into categories and sub-categories. 
Consequently, these were divided into themes and central concepts in this study, 
similar to what is recommended by Grove et al. (2015:166, 191) and Walker and Avant 
(2011:109-115). Synthesis of statements occurred during statement construction, 
which revealed the way in which two or more concepts were interrelated during this 
model development.  
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2.4.3  Inductive reasoning 
 
Chinn and Kramer (2015:165-170; 2018:164, 178) state that relationships can be 
inductively identified between the concepts as found in the data and literature, in order 
to reach a conclusion in the findings. In this study, a specific phenomenon, namely 
mothers caring for their preterm infants while living in an informal settlement, was 
explored and described. 
 
The inductive process of research included integrating the collected data from 
participants through interviews and observation into a general conclusion. This 
manner of reasoning supported the researcher in making use of observations of 
various, but specific, situations with common features. These factors were gathered 
progressively to structure a bundle. Once the researcher constructed a general 
conclusion, the reasoning influence was improved and strengthened, as supported by 
Chinn and Kramer (2011:65; 2018:231, 293 ).  
 
2.4.4  Deductive reasoning 
 
Deductive reasoning is the direct counterpart of inductive reasoning; deduction moves 
from the whole phenomenon to smaller parts and specific conclusions (Braun & 
Clarke, 2013:333; Chinn & Kramer, 2015:168, 169; Creswell, 2013:20). As the 
researcher developed guidelines for the implementation of a model for nurses to 
facilitate mothers’ care of their preterm infants while living in an informal settlement, 
deductive reasoning was applied to formulate the guidelines.  
 
2.5 RESEARCH METHOD 
 
In this study, the researcher developed a model for nurses as a framework of reference 
to facilitate mothers’ care of their preterm infants while living in an informal settlement. 
Chinn and Kramer (2015:168-170) recommend that theory-generative methods be 
applied to conduct a study, following four steps, namely concept analysis, relationship 
statements, description of the model, and description of guidelines for model 
implementation.  
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The researcher followed these steps of the theory-generative method, with various 
phases in between, namely: 
 
Step 1: Concept analysis 
Phase 1: Identification of central concepts 
Phase 2: Defining and classifying concepts 
Step 2: Constructing conceptual relations 
Step 3: Description of the model 
Step 4: Description of guidelines for implementing the model 
 
2.5.1  Step 1: Concept analysis 
 
Concept analysis provides clarity on the range of meanings, uses and ideas to which 
the concept can be applied (Chinn & Kramer, 2015:169-171; 2018:49, 64-68, 76, 93, 
158, 169). In order to generate new meaning, the researcher followed a particular 
approach to develop meaning (Grey et al., 2013:17, 25-27, 36-42; Grove et al., 
2015:166-170). As indicated, Step 1 occurred in two phases: 
 
2.5.1.1 Phase 1: Identification of central concept 
 
This phenomenological study was aimed at understanding the way mothers caring for 
their preterm infants while living in an informal settlement experience their daily living 
world. Van Manen (2007:13, 14) affirms that to know the world implies being in the 
world directing to know what is most important to being. Therefore, the researcher 
made an effort to understand what it meant for mothers to care for their preterm infants 
while living in an informal settlement. The researcher remained cognisant of the fact 
that social culture and traditions give meaning to mothers’ ways of experiencing the 
care of their preterm infants in their lives.  
 
Neuman (2014:103) states that hermeneutics direct a thorough assessment, 
subjective understanding of human actions, and analysis of in-depth interviews, 
observations and interactions by the researcher. In this study, the researcher 
discovered the deeper embedded meaning within the interactions of the mothers with 
their preterm infants and the quest to understand their experiences in caring for their 
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preterm infants while living in an informal settlement. The researcher explored how 
mothers, in caring for their preterm infants in an informal settlement, interpreted their 
own reality. 
 
An interpretive phenomenological approach (Holloway & Wheeler, 2010:204-205; 
Reiners, 2012:1, 2; Van Manen, 2007:13, 14) was utilised in conducting the fieldwork. 
Qualitative research aims to understand a phenomenon in a definite situation (Chinn 
& Kramer, 2018:46-59, 67; Creswell, 2013:145-146). The philosophical viewpoint of 
phenomenology describes a person as being part of their own world, with expressive 
relations and practices exclusive to each person in the context within which that person 
can be understood (Braun & Clarke, 2013:328-329; Creswell, 2014:5-6). By exploring 
mothers’ experiences phenomenologically, the researcher understood how mothers 
made sense of their world by honouring the possibility of their multiple realities. The 
researcher accepted that the mothers’ experiences were perceived in various ways, 
by different people, not excluding the experiences of the researcher (Creswell, 
2013:75; Neuman, 2014:103).  
 
In order for the researcher to have identified the concept in Step1, the population and 
sampling method was clarified: 
 
a) Population and sampling 
 
The population, as described by Babbie (2013:70, 75) and Holloway and Wheeler 
(2010:220, 227), is the entire set of individuals with essentially the same qualities or 
experiences. In this study, the population consisted of mothers, 18 years and older, 
living in an informal settlement in Gauteng, who gave birth to preterm infants. The 
preterm infants were admitted in public hospitals’ Neonatal Intensive Care Units or 
Neonatal Wards (referred to as NICUs from here-on further) for a minimum of six 
hours. The infants must have been discharged from hospital in a hemodynamically 
stable clinical condition at the time of discharge, into the care of their mothers living in 
an informal settlement. 
 
 
 36 
Mothers caring for their preterm infants had to be able to speak and understand 
English well enough to comfortably maintain and comprehend a conversation between 
themselves and the researcher. The researcher selected participants by ensuring that 
they experienced the phenomenon in question, as recommended by Denscombe 
(2007:77-79), Rapport and Wainright (2006:229) and Reiners (2012:1, 2).  
 
Sampling refers to the method of selecting a portion of the population to characterise 
the entire population of mothers with preterm infants (Babbie, 2013:75, 154; Polit & 
Beck, 2017:140-144, 173, 179, 180, 187, 210, 231, 481-485, 559-560). The 
researcher initially gained access to participants with the assistance of a chief 
community worker, who resided in the settlement and was known to the researcher 
and respected by the community members. The research sample was established 
through the purposive, snowball sampling method where the researcher selected 
study participants based on certain characteristics while referring to the purpose of the 
research study (Smith et al., 2009:48-50).  
 
b) Data collection 
 
The primary methods of data collection were in-depth, individual, phenomenological 
interviews as well as participant observation while the researcher had rich, detailed, 
first-person interaction with the participants (Babbie, 2013:44; Creswell, 2013:89; 
Smith et al., 2009:48-50). Interviews took place in the participants’ homes during the 
daytime. All participants were visited more than once: the first contact was made with 
the chief community worker after she identified the potential participants based on the 
research inclusion criteria. The chief community worker acted as the research 
gatekeeper as she knew and was respected in the community. The gatekeeper 
simultaneously chaperoned the researcher into the informal settlement, showing her 
where to go while also securing the researcher’s safety.  
 
The first visit involved the gatekeeper introducing the researcher to the mothers caring 
for their preterm infants in the informal settlement. She had informed each mother 
about the research on a previous occasion without the researcher being present. This 
allowed the participants to freely decide if they wanted to take part in the study. Only 
on the confirmation of participating in the research, was the researcher accompanied 
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by the gatekeeper to meet the participants. After being introduced to the participant, 
the researcher continued to casually converse with the potential participant in the 
presence of the gatekeeper. Once the participant verbally confirmed wanting to take 
part in the study, the researcher arranged a follow-up date and time for the interview. 
Written consent was obtained during the subsequent meeting prior to the 
commencement of the interview. 
 
On the day of the interview, the comprehensive, open-ended question was:  
 
‘How is it caring for your baby at home?’ 
 
The focus of the interviews and first-person observations was to listen to and observe 
the mothers closely in order to understand the context and process of interaction and 
meaning as it was relayed by the participants (Babbie, 2013:44-50; Creswell, 2007:11, 
19-34, 46).  
 
b.i) Interview skills 
 
The researcher utilised specific interview skills to elicit rich data to further explore the 
phenomenon. Social and language skills were essential when conducting the 
interviews, as stipulated by Holloway and Galvin (2017:100). The interview skills which 
were employed by the researcher are detailed next: 
 
 Probing 
The purpose of probing was to explore explanations and motives for the phenomenon 
under study. Dialogues produced essential ideas for the research study. Based on the 
responses from the mothers caring for their preterm infants in the informal settlement, 
the researcher developed questions as the interview developed, as suggested by 
Holloway and Galvin (2017:99). Specific probing questions were: ‘You say you were 
scared? What do you mean?’ 
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 Active listening 
The interviews were face-to-face interviews which focused on the mothers’ essential 
experiences in caring for their preterm infants while living in an informal settlement. 
The researcher employed careful listening as it was central to the interview being 
valuable (Ary, Jacobs, Sorensen Irvine & Walker, 2018:426). Utilising good listening 
skills played a critical role as this made the mothers caring for their preterm infants 
feel that their voices were heard. Non-verbal communication from the researcher was 
also important, for example, body language, facial expressions and the researcher’s 
uniform. Using open yet calm body language demonstrated to the mothers that the 
researcher was receptive and non-judgemental of the information they shared.  
 
The researcher changed her professional uniform to casual clothing to prevent 
coercion and demonstrated a real interest in the mothers’ lived experiences. Practising 
relevant body language and facial expressions were valuable and allowed the 
participants to feel at ease to share their personal experiences (Holloway & Galvin, 
2017:99). Eye contact with the mothers was always applied thoughtfully by the 
researcher to not display authority, but to demonstrate intent listening, which gave the 
mothers confidence to share their experiences.  
 
The researcher’s interview responses were positive, but not leading, in order to 
support the mothers during the interview. A few seconds were allowed for the mothers 
to gather their thoughts in times of silence before interjecting with a question, as 
supported by Marshall and Rossman (2016:143).  
 
 Summarising 
The mothers’ last statements were summarised as this helped them to continue 
sharing their experiences, especially if it appeared as if they lost track of their thought. 
Reviewing the mothers’ feedback during the in-depth interview process allowed them 
to share their lived experiences in caring for their preterm infant while living in the 
informal settlement, with ease, as specified in Holloway and Galvin (2017:99). The 
researcher summarised the mothers’ experiences in caring for their preterm infants by 
repeating their experiences to help them continue sharing their lived experiences.  
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 Reflection 
The researcher and mothers caring for their preterm infants in an informal settlement 
shared the same world during the interview process. The researcher respected the 
mothers’ environment, their actions and phrasing of answers. An active role was taken 
by the researcher in co-constructing meanings from the participants, helping them to 
understand their own experiences better (Holloway & Galvin, 2017:103). In this study, 
the researcher reflected by asking questions such as ‘It must have been hard for you 
caring for your baby in the informal settlement. Tell me more about it?’ 
 
 Clarification 
The mothers were offered opportunities to ask questions which they needed to be 
answered. If the mothers did not understand the questions at any time, the researcher 
summarised and rephrased the questions to the mothers in order for them to be clear 
about what was being asked, as suggested by Holloway and Galvin (2017:88, 94). 
Data were collected until data saturation occurred when no new themes developed 
from the in-depth phenomenological interviews and observations. Data saturation is 
described as the process of collecting data to the point where a sense of closure is 
achieved (Polit & Beck, 2017:172, 173, 180, 210). 
 
b.ii) Field notes 
 
In this qualitative study, data were collected through field notes that acknowledged the 
mothers’ activities, interactions and behaviours in caring for their preterm infants in 
their natural setting. The field notes have a structure which allowed the researcher to 
add rich data to the research study. Observational notes, theoretical notes, 
methodological notes, as well as personal notes were utilised by the researcher. 
During observation and interviews, the researcher kept field notes to describe and 
support the development of possible themes that might emerge during the interviews. 
The researcher made audio-recordings while conducting the interviews with 
permission from the participants (Silverman, 2011:8, 1317-20; Smith et al., 2009:48-
50). Photographs of the environment were captured, which further described and 
supported the development of possible themes that emerged during the interviews.  
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 Observational notes 
Ary et al. (2018:420) state that observational notes are used to gain data in qualitative 
research. The types of observations rely on the description of the setting, behaviours 
and interactions of the mothers caring for their preterm infants while living in the 
informal settlement. Observations provided insight for the researcher, which depicted 
the context and brought forth valuable information that represented a holistic picture. 
The researcher employed observation by using her senses in seeing, hearing and 
smelling. The mothers’ non-verbal communication was written in the field notes by the 
researcher, which included the mothers’ body language and tone of voice during the 
interviews. The researcher clarified her observations with the mothers when they 
stopped sharing their experiences, by verifying her observations with the mothers to 
ensure correct interpretation. These notes were a substantial method of data 
collection. However, the researcher ensured that it did not disturb the mothers during 
the interview as it would have interfered with the researcher’s attentive listening skills 
while they shared their personal lived experiences in caring for their preterm infants in 
the informal settlement. 
 
 Theoretical notes 
Theoretical notes were created by means of the researcher observing the mothers 
caring for their preterm infants in the informal settlement. The notes were used to 
contribute to the categorisation of themes. The in-depth interviews allowed the 
researcher to get to know the mothers better and observe their individual body 
language, including their tone of voice, which provided depth to the data attained from 
the mothers (Marshall & Rossman, 2016:143).  
 
 Methodological notes 
The researcher gained rich data from the mothers caring for their preterm infants by 
making use of data collection techniques through observing the mothers’ behaviours 
and their living environment. This included attentively listening to all the audio-
recordings of the in-depth, phenomenological interviews. The researcher gained 
insight and obtained rich information from the mothers’ stories by using an open-ended 
question during the interviews. Field notes were recorded before the interviews, 
 41 
immediately after the interviews were concluded, and while listening to the audio-
recordings and transcribing the interviews.  
 
 Personal notes 
Personal notes were recorded during the interviews. Personal notes included the 
researcher’s own emotions and thoughts prior to and immediately after the interviews. 
Personal notes were also written by the researcher during transcription of the 
interviews while repeatedly listening to the audio-recorded interviews until 
transcriptions were completed. The notes included feelings of nervousness and 
sadness experienced while listening to and observing the mothers’ lived experiences, 
frustrations when the mothers were hesitant to share their experiences or had difficulty 
in understanding the researcher’s probing questions. The researcher recorded her 
own thoughts when it was still vibrant and recently recollected as supported by 
Holloway and Galvin (2017:103). 
 
b.iii) Data analysis 
 
Chinn and Kramer (2011:225-226; 2018:55, 67, 85-89) describe data analysis as a 
process which includes the participants’ stories, descriptions and other qualitative 
ways of data analysis. During participant observations, data analysis involved coding 
and categorising of observations. The analysis reported sample observations which 
described the categories of the events, or sequence of events as it was observed by 
the researcher. 
 
Creswell (2013:179-182) describes data analysis as a process which includes the 
arrangement of the data, preliminary reading through the data, coding and organising 
themes, representing the data, and in the end interpreting the data. The researcher 
made use of an independent coder and reached consensus during a discussion with 
the independent coder regarding the interpretation of data. Interviews were 
transcribed verbatim, field notes were transcribed and photographs were described by 
the researcher (Holloway & Wheeler, 2010:137, 204-205; Silverman, 2011:21-28, 30, 
50). Data were analysed using Giorgi’s (1985, 2000, 2008) phenomenological 
descriptive data analysis method (in Holloway & Wheeler, 2010:223), as described 
next. 
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The entire transcription was read to develop a sense of the whole. This is vital, as 
phenomenology is holistic and concentrates originally on the ‘gestalt’, which means 
‘the whole’. Once the whole representation of the entire transcript was grasped, the 
researcher established the elements of the description, made ‘meaning units’ and 
discerned between the ‘meaning units’. The elements were relevant and centred on 
the phenomenon under study. The researcher ensured that the elements were not 
theory-loaded, but that it represented the language applied in everyday life. When the 
‘meaning units’ were clarified, the researcher actively converted the initial data and 
articulated the perception confined in it. The researcher continued to emphasise 
collective themes, which were demonstrated in the participants’ quotations.  
 
Giorgi (in Holloway & Wheeler, 2010:223) recommends that the researcher make the 
abstract data understood by demonstrating the themes using examples of the 
participants’ lived experiences. The researcher described situations of the participants’ 
lived experiences to demonstrate the themes. The researcher combined the 
transformed ‘meaning units’ into constant statements about the participants’ 
experiences through individual sources, demonstrating the ‘structure’ or foundation of 
the participants’ experiences. Even though the researcher exposed the core of the 
participants’ experiences as presented in the themes, the researcher referred to the 
phenomenon whilst focusing on the participants’ stories. The researcher searched for 
the overall core of their experiences.  
 
b.iv) Discussion of results and literature control 
 
In order for the researcher to have placed the identified concepts in relation, research 
findings were verified and substantiated with literature. This is important, as it placed 
the research results within context. Literature control provided the researcher with an 
opportunity to re-contextualise the findings and results into the current, existing 
nursing and other related theoretical literature (Creswell, 2013:183-188). Central 
concepts were identified from these results. 
 
 
 
 
 43 
2.5.1.2 Phase 2: Defining and classifying concepts 
 
Phase 2 involved the researcher defining and classifying the central concept as 
identified in Phase 1. In order to establish meaning, the central concept reflected the 
values relevant to the research purpose (Grey et al., 2013:17, 36-42). To define the 
identified central concept, essential criteria were identified through dictionary and 
subject literature.  
 
Definitions were assessed using Copi et al’s. (2014:100-102) criteria to evaluate 
definitions. Five rules are required in developing definitions, namely, a definition 
should state the essential characteristics of the term; it must not be circular, not too 
broad or too narrow. A definition must not use uncertain, vague or figurative language.  
Lastly, a definition should also not be negative when it can be stated in the affirmative. 
The central concept was classified utilising Dickoff et al’s. (1968:422, 423) survey list. 
Dickoff et al. (1968:422, 423) suggested that survey lists be utilised which will support 
the researcher in assessing the phenomenon. The researcher used the survey list to 
assess the phenomenon in six different ways by asking the following questions: ‘Who 
performed the activity?’; ‘Who was the recipient of the activity?’; ‘Where was the 
activity taking place?’; ‘What was the outcome of the activity?’; ‘What was the 
procedure?’ and lastly ‘What was the dynamics of the activity?’  
 
2.5.2  Step 2: Constructing conceptual relations 
 
Once concepts were identified, defined and classified in Step 1 of concept analysis, 
the identified concepts were placed into relationship with each other (Walker & Avant, 
2011:109-115). Statements of relationships were made to elaborate on and illustrate 
the relation between the main concept and related concepts by means of recognising 
patterns in the concepts as proposed by Walker and Avant (2011:112, 114). 
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2.5.3  Step 3: Description of the model 
 
The researcher developed, described and evaluated a model as a framework of 
reference for nurses working in an informal settlement clinic, to facilitate mothers’ care 
of their preterm infants while living in an informal settlement. The description of the 
model was done using Chinn and Kramer’s (2018:179-183) criteria for model 
description:  
 
 Identifying and defining the concepts: Concepts are vital elements that bear the 
focus and meaning of the model.  
 Identifying assumptions: Assumptions are the basic, fundamental properties from 
which and within which theoretical reasoning develops.  
 Clarifying the context within which the model is placed: Contextual placement 
describes the conditions within which the theoretic relationships are expected to be 
related.  
 Designing relationship statements: Probable relationships between and among the 
concepts of the model, taken as a whole, provide the body and form of the model.  
 
The procedure involved a description of the central concept, classification of 
statements and a description of the structure of the process as explained by 
Bendassolli (2013:np), Shafique and Mahmood (2010:4) and Thomas (2006:239-243). 
The description of the structure and model evaluation followed Chinn and Kramer’s 
principles of theory evaluation (Chinn & Kramer, 2018:202-211): 
 
 ‘How clear is the theory?’  
 ‘How simple is the theory?’ 
 ‘How general is this theory?’ 
 ‘How accessible is this theory?’  
 ‘How important is this theory?’  
 
A panel of experts in model development used these criteria to evaluate the model, as 
discussed next. 
 
 45 
 Clarity 
Chinn and Kramer (2011:198; 2018:203-204) reason that in clarifying the clarity of a 
theory, the researcher should consider the clear and consistent meaning as well as 
structural clarity and consistency. This implies that the model must enhance 
understanding of the anticipated theoretical meaning of the concepts and the intended 
relationship between the concepts within the theory and the whole of the theory. In 
this evaluation by model experts, the concepts were found to be significant, useful and 
consistent. The concepts delivered a structural diagram that was clear, supported by 
a logical argument. However, some suggestions were made with regards to the order 
of the steps in the structure. Suggestions by the evaluators were taken into 
consideration and the model was modified accordingly.  
 
 Simplicity 
In evaluating the model for its simplicity, the focus was on the number of elements 
inside each descriptive category, specifically the concepts and the relationships 
between the concepts (Chinn & Kramer, 2011:201; 2018:198-203). The model was 
evaluated to be uncomplicated and easily comprehended.  
 
 Generality 
The generality of a model refers to its scope and purpose (Chinn & Kramer, 2011:202; 
2018:18, 88, 214). The model was considered general and to be applied to nurses 
working in the informal settlement clinics facilitating mothers’ care of their preterm 
infants while living in an informal settlement. 
 
 Accessibility 
Accessibility concentrates on the degree to which empirical indicators for the concepts 
can be recognised. It also speaks to what extent the purposes of the model can be 
achieved (Chinn & Kramer, 2011:203; 2018:186). The concepts of the model were 
found to be accessible to nurses working in an informal settlement clinic, facilitating 
mothers’ care of their preterm infants.  
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 Importance of the model 
Chinn and Kramer (2011:204; 2018:210-212) state that in nursing, the importance of 
theory is closely related to the idea of its practical significance. This model was 
evaluated to have the potential to influence nursing actions that could be a way to 
address mothers’ care of their preterm infants while living in an informal settlement. 
The model was evaluated to have the potential to guide nursing practice and research 
regarding mothers’ care of preterm infants in the community, and enable nurses 
working in a community clinic to facilitate such mothers’ care. 
 
2.5.4  Step 4: Description of guidelines for implementing the model 
 
Guidelines enhance the nursing knowledge related to nursing practice (Grey et al., 
2013:38-42; Grove et al., 2015:166, 191; Walker & Avant, 2011:160-161). The 
researcher provided and described guidelines for implementation of the model: In this 
study, guidelines were developed from the model as described in Step 3. Each 
guideline had objectives and actions and will be discussed in Chapter 5.  
 
2.6 MEASURES TO ENSURE TRUSTWORTHINESS 
 
Trustworthiness is a description of rigour, which implies that the researcher had to be 
strict in judgement and conduct (Taylor & Francis, 2013:46-48, 123). In this study, 
trustworthiness was applied to ensure that consecutive steps were clearly set out and 
undertaken with careful attention to detail in order for the results to be trusted. Guba’s 
model proposes four aspects of trustworthiness which are relevant in qualitative 
research, namely: credibility, transferability, dependability and confirmability (Thomas 
& Magilvy, 2011:151-155). These four aspects were applied by the researcher and are 
discussed next. 
 
2.6.1 Credibility 
 
Houser (2018:433) elaborates that credibility demonstrates the researcher’s 
assurance in the clarification of the research results. Several techniques are 
suggested by Houser (2018:433-434) and Polit and Beck (2018:304-305), which the 
researcher implemented in this study. The researcher applied credibility through 
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prolonged engagements with the mothers in their living environment, by means of 
follow-up visits and interviews to ensure the depth of the study. The researcher used 
multiple resources to collect data in the form of in-depth, individual interviews, 
observations, field notes and photographs to ensure and support triangulation.  
 
Multiple methods, like digital recordings, field notes, photographs of the environment 
and personal documents like hospital discharge forms and infants’ Road-to-Health 
charts, were used to interpret and control the data received from the mothers. Member 
checks were done by allowing mothers to give input in preliminary findings. A 
description was provided of the model and guidelines for model implementation. See 
Table 2.1 for the application.  
 
2.6.2 Transferability 
 
Transferability describes the degree to which research findings can be applied in 
different contexts and with other groups (Polit & Beck, 2017:723). Transferability is 
similar to the concept of generalisability.  
 
In this qualitative study, the purpose was to develop a deeper understanding of the 
phenomenon. The researcher ensured a thick description of the research setting, 
interviews and observed data in order to guarantee applicability, implicating 
trustworthiness as reiterated by Houser (2018:435). The participants’ demographics 
were described. A dense description was also provided regarding the results from the 
fieldwork, using direct quotations from the mothers. A thorough explanation was 
provided of the model and guidelines to implement the model. See Table 2.1 for the 
application.  
 
2.6.3 Dependability 
 
Dependability of qualitative data refers to the stability of data over a period of time and 
through circumstances, thus, describing the reliability of data (Polit & Beck, 2017:481-
485). The researcher confirmed the reliability of data by means of an inquiry audit 
executed by an external reviewer as suggested by Polit and Beck (2018:175-176) and 
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Houser (2018:434). A thorough description was provided of the research 
methodology. See Table 2.1 for the application. 
 
2.6.4 Confirmability 
 
Confirmability is a standard to measure confirmation of research results (Houser, 
2018:434-435). It refers to the objectivity of qualitative data as soon as it is established 
(Polit & Beck, 2018:303). The researcher established an inquiry audit to determine 
both dependability and confirmability of the data. Confirmability was achieved when 
credibility, auditability and appropriateness were demonstrated, which relied on the 
participants’ confirmation of the data received by means of an audit trail. The 
researcher kept all records in a safe and secure place to demonstrate how she 
achieved the research conclusion.  
 
A decision trial was kept in a file, demonstrating how the researcher categorised data 
in the transcripts and reached final themes and categories. The researcher’s manual 
work on the transcripts was made available demonstrating how data were interpreted. 
Member checking occurred to ensure correct interpretation of data by the researcher. 
This secured against the researcher’s bias towards the interpretation of research 
results (Taylor & Francis, 2013:139-142). Refer to Table 2.1 for the application. 
 
Table 2.1:  Application of strategies of trustworthiness (Holloway & Wheeler, 
2010:305-312) 
Strategies Actions Application to study 
1. Credibility  Prolonged engagement in 
the research field 
 
 Initial meeting with the 
participants, accompanied by the 
gatekeeper. 
 First interview with participants. 
 Follow-up interview with 
participants where necessary, at 
their homes in the informal 
settlement. 
 Individual in-depth 
interviews 
 In-depth, face-to-face interviews. 
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Strategies Actions Application to study 
 Observation 
 
 Body language, facial 
expressions of the participants 
and translators were present. 
 Field notes 
 
 The researcher made 
observational notes through 
sensory input of the participants’ 
body language, facial 
expressions, actions and 
interactions with her preterm 
infants, their environment and 
surroundings.  
 Digital recordings 
 
 Interviews were audio-recorded 
by the researcher. 
 The participants’ living 
environment was photographed 
by the researcher. 
 The above was done with 
permission from the participants 
and gatekeeper. 
 Participants’ personal 
documents 
 
 Hospital discharge information 
regarding the preterm infants’ 
weight and medicine to be 
administered. 
 The preterm infants’ Road-to-
Health booklet which was in the 
possession of the mothers, 
displaying the infants’ weight, 
growth chart, birth history, and 
developmental milestones. 
 Reflexive journal kept by 
the researcher 
 
 This journal was kept by the 
researcher detailing her own 
experiences and emotions of 
what was observed in the 
research context and 
participants’ living conditions. 
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Strategies Actions Application to study 
 Peer review 
 
 Peer review occurred with study 
supervisors and model 
evaluation. 
 Triangulation of data 
collection 
 
 Various methods were used to 
collect data, namely individual, 
in-depth interviews, 
observations, digital recordings 
(audio-recordings and 
photographs) and field notes. 
 Member checking 
 
 Data and findings were 
summarised and represented to 
the participants to give them the 
opportunity to confirm the 
accuracy of the information. 
 Authority of the researcher  The researcher has a 
background in qualitative 
research.  
2. Transferability  A thick description of data 
 
 The primary purpose was to 
develop a deeper understanding 
of the phenomenon.  
 Data were described densely to 
guarantee applicability, 
implicating trustworthiness.  
 The model and guidelines were 
thoroughly described. 
 Description of participants’ 
demographics 
 Participants’ demographics were 
described.  
 Thick description of 
fieldwork 
 
 Results from the fieldwork were 
densely described using 
participants’ direct quotations. 
 Audit trail  An audit trail was made available 
demonstrating the development 
from proposal, data collection 
and analysis. 
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Strategies Actions Application to study 
3. Dependability  Inquiry audit 
 
 The research process was 
regularly monitored by the 
research supervisors who acted 
as external reviewers. 
 An independent coder played the 
role as an external reviewer 
when data was coded and 
consensus was reached with the 
researcher. 
 The model was presented to 
model experts to allow external 
review in the form of model 
evaluation. 
 Research methodology  The research methodology was 
densely described by the 
researcher in Chapter 2. 
4. Confirmability  Inquiry audit to determine 
dependability and 
confirmability 
 Through the demonstration of 
credibility, auditability and 
appropriateness by means of an 
audit trail.  
 Demonstrate credibility, 
auditability and 
appropriateness 
 
 All records were stored and 
available to demonstrate the 
researcher reaching a 
conclusion.  
 A decision trial was stored and 
available demonstrating how the 
researcher categorised data in 
the transcripts and reached final 
themes and categories.  
 The researcher’s manual work 
on the transcripts was made 
available demonstrating how 
data were interpreted. 
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Strategies Actions Application to study 
 Ensure participants’ 
confirmation of data 
 Member checking was done to 
ensure the correct interpretation 
of data. 
 
2.7 ETHICAL MEASURES 
 
As this study involved human beings, ethical principles guided the researcher’s 
conduct with the intention to protect the participants. Ethical approval was requested 
from the Research Ethichs Committee of the University of Johannesburg (Clearance 
no: REC-01-152-2016). Ethical measures were applied throughout the study which 
supported the researcher in keeping to practised, lawful and social responsibilities 
towards the participants (Dhai, McQuoid-Mason & Knapp Van Bogaert, 2010:20-25, 
60-66; Polit & Beck, 2017:441-450). Ethical measures such as autonomy, non-
maleficence, beneficence and justice were adhered to (Babbie, 2013:60-70; Grove et 
al., 2015:44, 166, 191) as described in Chapter 1.  
 
2.8  CONCLUSION 
 
The research design and method, including the population, sample, data collection 
and data analysis of this study were discussed in this chapter. The researcher justified 
all the elements to be used in this study, and measures to ensure trustworthiness were 
presented. The researcher also explained how she adhered to ethical principles while 
conducting the study.  
 
In Chapter 3, the researcher will provide a thick description of the results from the time 
the researcher spent with participants. The literature review will also be discussed.  
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CHAPTER 3 
DISCUSSION OF RESEARCH FINDINGS: THE EXPERIENCES OF 
MOTHERS CARING FOR THEIR PRETERM INFANTS WHILE LIVING 
IN AN INFORMAL SETTLEMENT 
 
3.1  INTRODUCTION 
 
In Chapter 2, the research design and method of the study were discussed. In this 
chapter, the emphasis will be on the context, demographics of participants and results 
obtained concerning the lived experiences of mothers caring for their preterm infants 
while living in an informal settlement.  
 
Approximately 6000 housing structures represent the majority of all informal structures 
recorded in this informal settlement (Sedibeng District Municipality, 2015:40, 44). The 
specific informal settlement which formed part of this study demonstrated an increase 
of almost 2800 units since 2007/08, which additionally signifies the highest growth in 
housing demand in the entire Gauteng area. The enormous growth of this informal 
settlement leads to overpopulation, raised competitiveness for resources like housing, 
water, electricity and sanitation, with the result that violent protests become a regular 
occurrence.  
 
The researcher realised that entry into the informal settlement could not be gained 
with a regular community member from the informal settlement, as the individual had 
no authority in his community, placing the researcher at risk for injury and crime (Refer 
to Figures 3.1, 3.2 and 3.3).  
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Figure 3.1: Protest action taking place in the informal settlement, June 2017  
(Source: Researcher’s Community Police Forum (CPF) WhatsApp group) 
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Figure 3.2: Protest action surrounding the informal settlement, June 2017  
(Source: Researcher’s Community Police Forum (CPF) WhatsApp group) 
 
Because of the volatile situation in the informal settlement, it was vital for the 
researcher to find a gatekeeper who had a mandate in the informal settlement. 
However, finding a suitable gatekeeper was challenging. The researcher reverted to 
the local South African Police Service (SAPS) to inquire about the optimal manner to 
gain access into the informal settlement, without compromising the study.  
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Figure 3.3: Example of a security fence around a corrugated iron house to keep 
criminals out  
(Source: Photo taken by researcher with permission from the participant) 
 
The researcher was guided by the local Community Police Forum (CPF) to make an 
appointment with the SAPS’ Social Development Services (SDS). After establishing 
an appointment and meeting with the head of the SDS, the researcher informed the 
head of SDS about the objectives of the study. A copy of the Faculty of Health 
Sciences’ Research Ethics Committee and Higher Degrees Committee letters of 
approval was given to the head of SDS for her perusal.  
 
The method of research was discussed, and verbal consent was given to the 
researcher to continue with the study. The head of SDS contacted the informal 
settlement’s ward counsellor and after a detailed telephonic conversation between the 
head of SDS and the ward councillor, an instantaneous meeting was arranged to be 
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attended by herself, the ward councillor and the researcher inside the informal 
settlement. 
 
The head of SDS was well known and received by the community members of the 
informal settlement. She accompanied the researcher into the informal settlement 
(Refer to Figure 3. 4). Upon meeting the ward councillor, the head of SDS introduced 
the researcher to the ward counsellor after sharing the objectives and methods of the 
study.  
 
Figure 3.4: Informal settlement where the research took place  
(Source: Photo taken by researcher with permission of gatekeeper) 
 
The ward counsellor acknowledged the researcher as the introduction was made 
through the SAPS’ head of SDS, who is a respected authority in the community. The 
ward counsellor instructed the researcher to meet with the Community Workers’ 
Programme (CWP) (South Africa Year Book, 2012/13:529) personnel in the weeks to 
follow, with the objective to orientate them about the research and objectives, the 
research methods and inclusion criteria of prospective research participants. 
Subsequently, in the weeks that followed, the ward counsellor introduced and 
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allocated the chief coordinator of the CWP to the researcher during the CWP 
meetings.  
 
The chief coordinator was a mature, middle-aged woman who was well respected and 
accepted by the community. She was tenderly referred to as ‘Big Show’, as per World 
Wrestling Entertainment Inc. (WWE-show), by her CWP colleagues and members of 
the community. She inherited her name as males and females of all ages in this 
informal settlement respected her opinions and decisions. Previously, she was called 
to assist at unplanned home births, to help with ill children, and she intervened in 
domestic violence. ‘Big Show’ had an intimate knowledge of the people in this 
community, and she allowed the researcher into ‘her’ community. The chief 
coordinator became the gatekeeper for the researcher to securely gain access into 
the research field, to select and meet prospective research participants who fit the 
inclusion criteria. Upon meeting the participants for the first time, the gatekeeper 
introduced the researcher and explained the objectives and methods of the study. With 
the assistance of the gatekeeper, the researcher arranged meetings with the 
participants to gather in their homes (Refer to Figures 3.5 & 3.6), on a date and time 
agreed upon by both parties.  
 
In this study, language challenges occurred as some participants were only able to 
converse in very limited English. As the researcher was limited in African language 
communication, an interpreter was arranged either by the gatekeeper or by the 
participants. They trusted and had an established positive relationship with the chosen 
interpreters. Interpreters arranged by the participants themselves, with the assistance 
of the gatekeeper, were either life partners, friends or neighbours; those who lived 
closely with the participant and who were able and willing to interpret the questions 
and answers. All interviews were digitally recorded and transcribed by the researcher 
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as well as an approved transcriber. The researcher took photos of the environment 
with the written consent of the participants.  
 
The gatekeeper-/participant-selected interpreter, as well as the transcriber, signed 
documents undertaking to keep the participants’ details confidential and not to share 
any information with anyone other than the researcher (See Annexure D & E). 
Figure 3.5: Research participants’ homes on a rainy day  
(Source: Photo taken by researcher with permission of gatekeeper) 
 
As some or part of the interviews took place in African languages, a language 
translator’s services were utilised in the transcripts. The translator was a person fluent 
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in several African languages to ensure raw data was appropriately captured in English 
for it to be comprehensible for the researcher. A confidentiality agreement was signed 
by the translator (See Annexure E). 
Figure 3.6: Example of one participant’s corrugated iron house  
(Source: Photo taken by researcher with permission from the participant) 
 
Upon meeting with each participant, consent was obtained from each one who agreed 
to participate in the study. In all instances, a consent copy was handed to the 
prospective participants at the first appointment. The researcher ensured that all the 
participants had enough time to read and understand the information detailed in the 
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consent form. If the researcher sensed that the participant did not comprehend the 
consent letter through reading, the letter was read aloud by the researcher, and 
explained in informal English, paragraph per paragraph. The researcher ensured that 
the prospective participants understood the content, and allowed enough time for them 
to ask questions and clarify content with the intention to adhere to the principle of free 
and fair selection of participants at all times. Data reached saturation after ten 
interviews. All interviews were conducted in the same informal settlement in Gauteng. 
One participant lived in a Reconstruction and Development Programme (RDP) house 
inside the informal settlement, and nine participants lived in corrugated iron houses 
(‘mkukhu’) (Refer to Figure 3.6) in the same settlement.  
 
3.2  DEMOGRAPHICS OF PARTICIPANTS 
 
Data collection took place from December 2016 until July 2017 until data saturation 
occurred. Ten mothers were interviewed by the researcher: eight mothers were 
interviewed during the window period of six weeks to six months after their premature 
infant’s discharge from the hospital. One mother was included in the study, even 
though her child was five years old, and another participant was included even though 
her child was three years old. The researcher decided to include the two mothers with 
the older children as they approached the researcher through the gatekeeper, and 
were keen to share their experiences after their children were discharged from the 
hospital when they were still premature. All ten participants’ children were born 
prematurely in various public hospitals, and discharged into the care of their mothers, 
while still being premature, into an informal settlement. Refer to Table 3.1 for an 
overview of the participants’ demographics. 
 
At the time of inclusion into the study, the infants/toddlers with a history of preterm 
birth were hemodynamically stable and cared for by their own mothers living in an 
informal settlement. One mother needed advice about her six-month-old infant’s skin 
rash, and another mother’s infant was underweight: both mothers were referred to the 
community clinic closest to the informal settlement.  
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Table 3.1: Overview of Demographics 
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1 26 30 weeks 5 months 
Fulltime 
(CWP) 
Secondary School ‘Mkukhu’ 
2 28 35 weeks 3 years 
Part-time 
(Domestic) 
Primary School ‘Mkukhu’ 
3 23 35 weeks 12 weeks Unemployed Primary School ‘Mkukhu’ 
4 30 36 weeks 8 weeks 
Fulltime 
(Factory 
worker) 
Secondary School RDP 
5 32 35 weeks 12 weeks 
Self-employed 
(Selling 
vegetables; 
Shebeen) 
Primary School ‘Mkukhu’ 
6 30 35 weeks 5 years 
Part-time 
(Domestic) 
Secondary School ‘Mkukhu’ 
7 21 34 weeks 16 weeks Unemployed Primary School ‘Mkukhu’ 
8 29 35 weeks 8 weeks 
Part-time 
(Domestic) 
Primary School ‘Mkukhu’ 
9 35 35 weeks 12 weeks Unemployed Primary School ‘Mkukhu’ 
10 28 34 weeks 8 weeks Unemployed Primary School ‘Mkukhu’ 
 
Mothers caring for their preterm infants initially had to be able to speak and understand 
English well enough to comfortably maintain and comprehend a conversation between 
themselves and the researcher. But some mothers were not able to speak and 
understand English well enough to share their experiences richly.  Participant #1 was 
very verbally expressive and provided rich information in all aspects of the data. 
Participants #5 and # 6 were not very expressive and only shared minimal 
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experiences. However, three participants needed their neighbour / husband / friends 
to translate their conversations in part, as there were times where they could not share 
their experiences with ease.  
 
3.3  DISCUSSION OF RESULTS AND LITERATURE CONTROL 
 
The researcher chose to include mothers who gave birth to preterm infants into the 
study, six weeks after being discharged from the hospital. The motivation for including 
and accepting such participants was based on Dains et al’s. (2016: 39, 184, 436) and 
Sadock et al’s. (2015:129, 146, 212, 372, 393) description of mothers experiencing 
the birth and discharge of their preterm infants as a crisis. It was stated that mothers 
are unable to truly reflect on their real-life experience before six weeks has passed 
after any traumatic incidence, in this case, the premature birth and or discharge of 
their infants. Dains et al. (2016:39, 184, 436) and Sadock et al. (2015:129, 146, 212, 
372, 393) confirmed that participants would be able to accurately reflect and express 
their lived experiences six weeks post-trauma experience. Therefore, the participants 
with children aged three and five years old, were also eligible to be included in this 
study. Table 3.2 provides a summary of the three central themes and categories which 
developed during the data analysis of the in-depth phenomenological interviews. 
 
Table 3.2: Summary of themes and categories of the mothers caring for their 
preterm infants in an informal settlement 
 
 THEME ONE 
 
THE MOTHERS EXPERIENCED INTRAPERSONAL RESPONSES WHILE TAKING 
CARE OF THEIR PRETERM INFANTS IN AN INFORMAL SETTLEMENT 
 
Category 1: The mothers experienced compassion towards their preterm infants 
 
 
Category 2: The mothers experienced inner conflict expressed in distress in having to take 
special care of their preterm infants 
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Category 3: The mothers experienced concern for significant others in having to take care 
of their preterm infants 
 
 
THEME TWO 
 
THE MOTHERS EXPERIENCED INTERPERSONAL RESPONSES WHILE TAKING 
CARE OF THEIR PRETERM INFANTS IN AN INFORMAL SETTLEMENT 
 
Category 1: The mothers experienced interpersonal responses from their life partners 
 
Category 2: The mothers experienced interpersonal responses from family members and 
close friends 
 
Category 3: The mothers experienced interpersonal responses from others 
 
THEME THREE 
 
THE MOTHERS EXPERIENCED A MULTITUDE OF PHYSICAL CHALLENGES IN 
POOR LIVING CONDITIONS WHILE TAKING CARE OF THEIR PRETERM INFANTS IN 
AN INFORMAL SETTLEMENT 
 
Category 1: The mothers experienced environmental challenges in having to care for their 
preterm infants 
 
Category 2: The mothers experienced financial challenges in having to care for their 
preterm infants 
Category 3: The mothers experienced practising hygiene as challenging 
 
The central theme that emerged showed that the mothers’ experiences in taking care 
of their preterm infants included emotional responses such as compassion, distress 
and concern for significant others; interpersonal responses from life partners, family 
members and others, and they faced multiple challenges in their poor living conditions 
such as physical caring environments, financial challenges and difficulty in practising 
hygiene. 
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The literature control will follow after the discussion of each theme and its different 
categories.  
 
3.3.1  Theme 1: The mothers experienced intrapersonal responses while taking 
care of their preterm infants in an informal settlement 
 
The first theme identified by the researcher was the mothers’ experiences 
demonstrated as intrapersonal responses in taking care of their preterm infants at 
home in an informal settlement. The dialogues between the researcher and 
participants highlighted the mothers’ lived experiences in caring for their preterm 
infants while living in an informal settlement. In sharing their lived experiences with the 
researcher, they highlighted their intrapersonal responses while caring for their 
preterm infants. Sharing their emotions helped the researcher to understand the 
mothers’ deeper feelings towards their preterm infants and the way they wanted to 
protect their infants. It helped the researcher to understand their inner conflict as 
expressed in their distress at having to take care of an infant, especially one born 
prematurely, being very small and fragile. Lastly, the researcher learned about the 
participants’ concerns, not only for their preterm infants but for their significant others 
as well.  
 
The results of studies conducted by Shiltz, Rosenthal, Crowley, Koroukian, Nevar, 
Meropool and Cuttler (2014:850) and Vonderheid, Rankin, Norr, Vasa, Hill and White-
Traut (2016:625) confirmed that health problems among preterm infants, and mothers 
seeking health care, are the greatest during the first few months after original hospital 
discharge. Vonderheid et al. (2016:626) and Wade, Lorch, Bakewell-Sachs, Medoff-
Cooper, Silber and Escobar (2008:700) also agreed that the greatest need for health 
care among preterm infants after hospital discharge was during the first month of 
discharge. Reasons put forward included the risk of prematurity, early discharge of the 
preterm infant, and the challenges the mothers experienced in caring for their preterm 
infants.  
 
Each category will now be discussed in detail. 
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3.3.1.1  Category 1: The mothers experienced compassion towards their preterm 
infants 
 
In terms of this category, participants described feelings of being concerned about the 
wellbeing of their preterm infants. They verbalised feelings of compassion in caring for 
their preterm infants inside the challenging living circumstances. Positive feelings in 
caring for their preterm infants were shared by a few participants, demonstrating that 
not all the participants had good feelings about their preterm infants and having to care 
for them while living in the informal settlement.  
 
Feelings of compassion towards their preterm infants are demonstrated in the 
following quotes: 
 
“…my mother came from all the way from Parys to come here 
to see my little one. Eyh, my baby was in kangaroo, ne? So 
when they came, ayh: ‘hey hey, hallo how are you?’, ‘I’m fine’. 
Ok hey, she looked: ‘Where’s the baby?’ I laughed at her, you 
know? I said: ‘Ha! Here’s the baby!’ (She pulled the neck of 
her top away from her, pointing into her top between her 
breasts to demonstrate how her baby was positioned in 
kangaroo care). ‘Yoh-yoh-yoh! Ayh!’ (Participant 
demonstrated how the mother called out in shock when she 
saw the small infant) ‘He’s very small mos!’ I said: ‘Hmmmm’. 
So I showed them my baby”  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
“When I bath him, yoh, he cried. Even the neighbours would 
shout: ‘what are you doing to the baby wena!?’ I said: ‘I’m 
washing him, he fear water, you know?’ They said: ‘ok, oh 
shame oh shame!’ Yoh yoh! He cried! And he was shaking. I 
would say: ‘Hey my baby’ (tenderness in her voice and facial 
expression). I would do things fast and put him on clothes, fast 
fast fast”.  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
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“I was feeling sorry, because he is too small”. 
(Participant 3, 23 years, lives in a ‘mkukhu’) 
 
“I was feeling sorry”.  
(Participant 10, 28 years, lives in a ‘mkukhu’) 
 
The researcher learned that compassion towards a preterm infant took on the form 
of discontent towards medical service providers:  
 
“Andizange ndivuyiswe. Umntwana akazange ahlolwe 
kakuhle esibhedlele, umntwana wayegula xa efika ekhaya. 
Andiyithembi oogqirha. Usana lugula ngenxa yesirya. Injola 
yayiqhutywa kwicala elingalunganga”. (She said she wasn’t 
happy. Because she said the baby wasn’t checked very well 
and the baby when it got home she fell sick. She didn’t trust 
the doctors. They said it was the injection, they injected the 
wrong side.)  
(Interpreter for Participant 7, 21 years, lives in a ‘mkukhu’). 
 
Furthermore, participants shared stories of relief that their infant, who was born 
prematurely, was alive: 
 
“I was happy because she was alive, yes”.  
(Participant 4, 30 years, lives in an RDP home). 
 
Literature primarily depicts that mothers experienced negative responses in caring for 
their preterm infants. However, Adkins and Doheny (2017:163) confirm that some 
mothers experienced their interaction with their preterm infants as non-traumatic, but 
they expressed their experiences as ‘miraculous’.  
 
As an endorsement, Moura, Arau, Prado, Paro, Pinto, Abdallah, Mendonc and Silva 
(2017:1354) state that some mothers of preterm infants expressed improved self-
perceived physical wellbeing and reduced depression after the discharge of their 
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infant. In this study, the reason for improved physical wellbeing and reduced 
depression was related to the discharge of the infant being a sign of triumph. Some 
mothers did express excitement at being able to go home with her preterm infant after 
a long hospitalisation. One mother said that she was concerned about her home being 
deserted during her and her infant’s long hospitalisation. Unlike Moura et al’s. 
(2017:1354) research findings where mothers were excited to finally care for their 
infants at home, the mothers in this study were concerned about the environmental 
and social issues in their homes based in the informal settlement.  
 
Research by Premji, Pana, Currie, Dosani, Reilly, Young, Hall, Williamson and Lodha 
(2018:e1132) established that mothers’ confidence in managing their preterm infants 
decreased over the first two months after the birth of their preterm infant, and being at 
home with their infants. This decrease in the mothers’ confidence could be attributed 
to the special demands of the preterm infants, concerns about the possibility of re-
hospitalisation, and lack of knowledge and skill in caring for their preterm infant. This 
study concurred with other stories of mothers caring for their preterm infants; however, 
the mothers living in an informal settlement experienced extremely challenging 
circumstances which contributed to their distress.  
 
A study conducted by Dosani, Hemraj, Premji, Currie, Reilly, Lodha, Young and Hall 
(2017: 4) endorsed that mothers displayed compassion towards their preterm infants 
by wanting to provide improved care as the infant “…was so little”; similar to the 
mothers in this study who verbalised compassion based on their infants’ small size. 
However, some mothers expressed distress because of their infants’ smallness. This 
is consistent with research findings which disclose differences in how mothers report 
on caring for their preterm infants, as discussed in Category Two.  
 
3.3.1.2  Category 2: The mothers experienced inner conflict expressed in 
distress in having to take special care of their preterm infants 
 
In the stories relayed by the participants, the researcher learned that the mothers 
experienced distress. Not only did they have to care for an infant, but one with special 
needs and being very small in size.  
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The participants shared stories of how they had to ensure that their home was dust- 
and fume free, as they were aware that it could cause respiratory illnesses. 
Participants were aware that handwashing practices in caring for their preterm infants 
were important, but it was challenging to implement at all times (Refer to Figure 3.7). 
Some participants’ stories demonstrated that they were scared of the preterm infants 
and they did not know how to handle them. 
 
An experience was shared where a participant had to adjust her environment to suit 
her preterm infant’s needs during bath time: 
 
“When I bath him, I took my own bowl I was eating in, and 
then cottonwool. I had lots and lots of cottonwool, because I’m 
having a first aid kit. So I took that cottonwool, and then I did 
the same as in the hospital: I boiled water, small ‘inyana’ water 
with that much (participant showed about 2cm depth of water 
using her index finger and thumb) water and dip that 
cottonwool, and wash him. But I didn’t make it to be wet wet 
wet. Just to ‘phumunu’. Wipe, ne (you understand)? Just so 
he can smell fresh. But, he was afraid of water.”  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
Unfortunately, some participants’ physical resources caused them to become 
despondent in caring for their preterm infants. They gave up the effort to boil water 
prior to washing their hands and cleaning the infant: 
 
“But the water, it was cold”. 
(Participant 10, 28 years, lives in a ‘mkukhu’). 
 
In clarifying why the water was cold and not being warmed, the mother responded that 
they do not always have electricity in the house. Another mother was scared to leave 
her infant alone to go and look for wood to make a fire to boil water. The result was 
that she could not boil water for cooking or bathing, and it became too much of an 
effort to boil the water to care for her preterm infant. 
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Figure 3.7: Water in a tap and mobile toilet outside the houses  
(Source: Photo taken by researcher with permission from the gatekeeper) 
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“But sometimes we don’t have no electricity. Or sometimes 
we cook outside with firewood. He just goes and look for some 
firewood”.  
(Participant 10, 28 years, lives in a ‘mkukhu’) 
 
“Nee Mme dit was nie so baie maklik, want met die ander dag 
kry ek, het ek nie daardie primus stove, en daardie paraffien 
nie en het ek nie die geld om die paraffien te gaan koop. Nou 
ek moet kan kyk waar kry ek die hout. As ek gaan by die, as 
ek gaan die hout kyk, ek is te bang om die kind alleen by die 
huis te los.” (No Mam it wasn’t so easy, because the other day 
I did not have a primus stove, and also no paraffin and I did 
not have money to buy paraffin. So then I must see where I 
will find wood. When I went out to look for wood, I was too 
scared to leave the child alone in the house). 
(Participant 2, 28 years old, lives in a ‘mkukhu’) 
 
Participants shared their experiences in struggling to keep their homes warm. But, in 
order for them to have provided for the preterm infants’ needs, they experienced 
setbacks: 
 
“Eish, when I came home, I came here, it was dust. 
Everywhere! Because there was no one”.  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
“Here in (informal settlement), it stressed me a lot because 
my boyfriend, when he was at work, there was no one here at 
home. So I had to go to the tap outside the yard. How am I 
going to the tap, because I didn’t want my baby to go on the 
street? So it was very hard”.  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
“Oh it is very hard”  
(Participant 7, 21 years, lives in a ‘mkukhu’) 
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When asking the participant why she perceived the experience of caring for her 
preterm infant at home as hard, she shared:  
 
“Ndandibuhlungu gqitha. Ndicinga ukuba umntwana uya kufa. 
Wayencinane kakhulu” 
(Okay, she says she was very heartbroken. Because she 
think the baby will die. He was too small). 
(Interpreter for Participant 7, 21 years, lives in a ‘mkukhu’) 
 
“This child is my first child to be preterm. I have two. The other 
one, her birth was nine months exactly. This one, I didn’t 
realise that I’m going to have a child early, yes. I feel bad, but 
the hospital, the nurses said she’s well. She doesn’t have 
problems. Even her weight, it was right yes. Because this one, 
it was little. Then I can’t hold her, and even bath. I didn’t even 
bath because she was little”  
(Participant 4, 30 years, lives in an RDP house) 
 
Participants referred to feelings of guilt, shame, confusion and even anger at having a 
preterm infant and having to care for their infants in an informal settlement. Some 
participants’ guilt was enhanced by nursing staff, others by their life partners, or even 
them chastising themselves. Participants were asked what feelings they experienced 
when they witnessed their baby being very small. They explained: 
 
“Hey, this one is too small”.  
(Participant 8, 29 years, lives in a ‘mkukhu’) 
 
“I was angry because sometimes I think it’s going to fall, yes, 
yoh (in dread) because she was too little…Okay, I was angry 
because she got her birth early yes.”  
(Participant 4, 30 years, lives in an RDP house) 
 
“I feel angry because some other times, maybe she’s sick. I 
didn’t realise she was sick. Maybe the sister, she’s going to 
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see this child today is not well, yes. Maybe she’s going to give 
her medication, yes”.  
(Participant 4, 30 years, lives in an RDP house) 
 
“I don’t understand the premature babies”.  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
Even though the researcher tried to clarify this response, the participant could not 
express herself clearly. However, it was obvious that the participant experienced guilt 
and shame, and even acceptance for her weaknesses being the possible cause of her 
infant being born prematurely: 
 
“So people they said because of I was drunk, that’s why he is 
too small. Drunk. I’m drinking beer.”  
(Participant 3, 23 years, lives in a ‘mkukhu’) 
 
However, later in the interview, the researcher gained insight as to why this participant 
was intoxicated with alcohol during her pregnancy and after the birth of her infant:  
 
“Eish (Weary). Stress. Suffering. I’m suffering too much. If 
these babies, because they are three, this one, the father that 
stay here is the father of this one. The father of this one is 
staying that side, he don’t help me with nothing. And that 
(oldest child’s name), he’s at school. The father is that side. 
Even him, he don’t help me. So that’s why I have got too much 
stress. I’m worrying too much about the job and to take care 
of my babies”.  
(Participant 3, 23 years, lives in a ‘mkukhu’) 
 
The researcher learned from another participant that she felt distraught about the fact 
that she did not know when the first day of her last menstrual cycle was, therefore, 
she was not sure exactly how far along pregnant she was and when the baby was 
due: 
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“…Ma’am, I, think its maybe it’s my mistake I don’t have a 
month. I don’t know my month”.  
(Participant 8, 29 years, lives in a ‘mkukhu’). 
 
One participant demonstrated severe feelings of hopelessness and guilt, being 
overwhelmed with the responsibility of having to care for her preterm infant in 
extremely difficult circumstances:  
 
“Ek was baie pyn Mme, want ander, by die ander dag ek het 
gedink dat ek moet die kind gaan by die pad gooi or ander 
iets. Toe ek sê: ‘nee as doen die sulke goeters die Here Hy 
gaan vir my slaan, ek mag nie so doen nie’. Dit is beter as ek 
praat met die mense en die mense hulle kan ook vir my help”. 
(I had a lot of pain Ma’am, because the other day I thought I 
must throw the child in the street or something else. Then I 
said: ‘no, if I do such things, the Lord will hit me hard, I mustn’t 
do that. I must rather speak to people and they can also help 
me’).  
(Participant 2, 28 years, lives in a ‘mkukhu’) 
 
Furthermore, the researcher learned that living in an informal settlement was certainly 
unpleasant, but the participants had no other means to make things better: 
 
“I am not feeling alright ma’am but it’s the life what must I do?”  
(Participant 8, 29 years, lives in a ‘mkukhu’) 
 
Moghaddam Tabrizi, Alizadeh and Radfar (2017:5598, 5601) described mothers’ 
responses at having to care for their premature infants, in addition to being very small. 
The mothers expressed feelings of bewilderment, fear, depression and lack of 
knowledge and skills to manage their infants (Margaret, Lewis, Bhat, Nayak, Pai & 
Mundkur, 2018:5). The results of the studies by Moghaddam Tabrizi et al. (2017:5603, 
5604) and Ncube, Barlow and Mayers (2016:2) confirm that mothers had a fear of 
losing their infants due to their small size, and they avoided the infant emotionally and 
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or physically. The mothers would avoid bonding with their infants, or provide only life-
supporting care like feeding, but not holding and interacting with the infants.  
 
Veronez, Borghesan, Correa and Higarashi (2017:6, 7) confirm in their study that the 
distress experienced by the mothers in relation to the infant may be due to their social 
circumstances. The mere fact that the infant is born prematurely leads to anxiety, 
insecurity, fear and challenges for the mothers, as seen in the mothers caring for their 
preterm infants in this research context. Ncube et al. (2016:4) found in their study that 
mothers who had previously given birth to full-term infants, experienced the first 
contact with their preterm infants as stressful.  
 
It is important to note that the presented literature described mothers’ responses 
towards their preterm infants while the infants were still hospitalised. However, the 
studies by Vonderheid et al. (2016:626), White-Traut, Norr, Fabiyi, Rankin, Li and Liu 
(2013:699-705), and White-Traut, Rankin, Yoder, Liu, Vasa, Geraldo and Norr 
(2015:639-641) described the mothers’ experiences in caring for their preterm infants 
after their discharge from hospital. They confirmed that mothers recognised the 
preterm infants’ delicate behavioural signals with difficulty, and responded to such 
changes in a non-effective manner.  
 
A secondary analysis study completed by Arianas, Rankin, Norr and White-Traut 
(2017:3, 9) made use of data from a randomised clinical trial, confirming that mothers 
needed to be sensitive to the preterm infant’s prompts, including recognising and 
responding to the infant’s distress cues. Mothers who are unable to interpret their 
infant’s signals experienced more anxiety and hopelessness (Dosani et al., 2017:5; 
Fabiyi, Rankin, Norr, Shapiro & White-Traut, 2012:138-140; Vonderheid et al., 
2016:626). However, further research is needed to examine how poor urban families 
consider symptoms and severity of illness in their preterm infants (Bapat, Alcock, 
More, Das, Joshi & Osrin, 2012:8).  
 
Dosani et al. (2017:5), Fabiyi et al. (2012:138-140) and Vonderheid et al. (2016:626) 
had similar findings to this study in terms of the mothers demonstrating anxiety and 
distress in caring for their preterm infants. However, the researcher realised that some 
mothers in the informal settlement were not aware of their preterm infants’ stress cues. 
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Therefore, the mothers’ distress was not only due to not being able to understand their 
preterm infants, but their difficult living circumstances clouded their awareness, 
recognition and response to their infants’ subtle stress cues. It appeared as if the 
mothers’ main concern was to provide daily living care to their preterm infants.  
 
A study conducted by Boutain, Foreman and Hitti (2017:211) confirmed that mothers 
found it challenging to care for a preterm infant at home, despite their living 
environment. Dur, Bruckner, Oberleitner-Leeb, Fuiko, Matter and Berger (2018:6) 
found in their focus group interview that mothers explained they were in a state where 
they ‘were just functioning’, similar to what the researcher confirmed in this study. 
Circumstances, such as those found in an informal settlement, must make it much 
harder for mothers to care for their preterm infants.  
 
Findings in Adkins et al’s. (2017:163) research confirmed that participants’ distress 
was related to their history of post-partum depression and the consequent feelings of 
blame, and continuous lack of reliable support from family members, including life 
partners. Another participant in their study shared that her distress was related to the 
reality of being on her own in caring for her preterm infant once they were discharged. 
According to Adkins et al. (2017:163), mothers experienced anxiety in caring for their 
preterm infants if they had a previous neonatal loss. The findings resonated with the 
results in this study, as mothers verbalised feelings of guilt, lack of support, being 
alone and distressed because of previous experiences. 
 
3.3.1.3  Category 3: The mothers experienced concern for significant others in 
having to take care of their preterm infants 
 
The researcher learned by means of the participants’ stories, that they were not only 
concerned about caring for their preterm infants, but they had concerns about their 
loved ones having to assist in caring for their preterm infants; especially their life 
partners and other children.  
 
The following were shared by participants demonstrating their concern for significant 
others in taking care of their preterm infants. Participants shared stories where their 
life partners and family members worked at home before going to school or after 
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returning from work to provide for the preterm infants’ needs (Refer to Figures 3.8 & 
3.9). 
 
 
Figure 3.8: Example of a ‘mbawula stove’  
(Source: Photo taken by researcher with permission of participant) 
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Figure 3.9: Openings in the roof and walls making it difficult to control the 
temperature inside the homes 
(Source: Photo taken by researcher with permission of participant) 
 
“Ons het nie die tap hierso by die huis nie. Ons kry die water 
met die emmer, 20 liter. My sussie, my klein sussie before sy 
gaan by die skool, sy kry ons die fresh water van die pomp, 
en sy sit alles die goed daarso met die primus stove”. (We do 
not have a tap in the house. We get water with a 20 litre 
bucket. My sister, the little sister used to get fresh water from 
the pump before she went to school, then she left everything 
there with the primus stove). 
(Participant 2, 28 years, lives in a ‘mkukhu’) 
 
“When my boyfriend came from work, he must go, and fetch 
water for me, so that cannot go to the tap in the day. And he 
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must buy food for me and cook for me. So for him, again, it 
was hard, she was coming from work he was tired he must 
help me again, you know?”  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
One participant shared her concern about the responsibility her life partner had to carry 
in financially caring for the preterm infant. She thus decided to return to work while the 
infant was still very small.  
 
“I said: ‘when I sit here, I won’t get paid. So my baby will suffer. 
And I must help my boyfriend’”.  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
Another participant shared, through the interpreter, her husband’s feelings towards 
the preterm baby:  
 
“Wayesaba ingane” 
(He was afraid of the baby.) 
(Interpreter for Participant 9, 35 years, lives in a ‘mkukhu’) 
 
Stories were shared demonstrating the participants’ concern about their other children. 
The following participants referred to their toddlers:  
 
“And then this child (the sibling of the preterm infant) is too 
small. So I am not relaxed in my heart”.  
(Participant 8, 29 years, lives in a ‘mkukhu’). 
 
“She said you don’t have food in your house, you think: 
Another child (sibling). Sometimes one week”. (not having 
food) 
(Interpreter for Participant 10, 28 years, lives in a ‘mkukhu’) 
 
A qualitative study undertaken by Provenzi et al. (2016:538) found that mothers 
seemed to have experienced more positive feelings towards caring for their preterm 
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infants, compared to fathers in their parental role. The findings in Adama, Sundin and 
Bayes’ (2017:276-278) study confirmed that more fathers than mothers perceived 
caring for the preterm infant as stressful, for as long as four months after discharge 
from the hospital. This reiterates the mothers’ stories in observing the fathers’ fear and 
distress, responding as being concerned for them.  
 
Research by Veronez et al. (2017:6) confirmed that mothers were concerned about 
their life partners and other children. Boutain et al’s. (2017:213, 214) study also 
depicted that mothers perceived their life partners as important, but some relationships 
experienced conflict, which will be detailed in Theme Two.  
 
3.3.2  Theme 2: The mothers experienced interpersonal responses while taking 
care of their preterm infants in an informal settlement 
 
The subsequent theme was the mothers’ interpersonal experiences in taking care of 
their preterm infants at home in an informal settlement. 
 
The stories shared with the researcher demonstrated three categories, namely 
interpersonal responses from their life partners, their family members and close 
friends, as well as their neighbours. Sharing their interpersonal responses helped the 
researcher to understand the mothers’ experiences while taking care of their preterm 
infants. Some participants experienced positive responses, other experienced 
negative responses. These will be discussed and demonstrated with participant 
quotes, in detail. 
 
3.3.2.1  Category 1: The mothers experienced interpersonal responses from 
their life partners 
 
Some participants’ stories exposed healthy relationships between themselves and 
their life partners. Life partners supported the mothers in taking care of the preterm 
infants by buying wood for warmth so that the preterm infants did not become cold. 
The life partners supported them by paying bills, buying food, or seeing to the items 
which the infants needed, specific to preterm infants. On the other hand, there were 
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stories where life partners were completely absent, sometimes even aggressive 
towards the mothers and provided no support in caring for the preterm infants: 
 
“But my boyfriend, he did help. Sometimes he does help me. 
He does help me. Took him, take him and do kangaroo”. 
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
“He help me if he gets something” 
(Participant 3, 23 years, lives in ‘mkukhu’) 
 
“Then maybe the woman from next door working the days, 
then the next following day that woman from next door help 
me. Sometimes not here he is going to work. I must stay till 
my husband my husband is coming to work”. 
(Participant 8, 29 years, lives in ‘mkukhu’) 
 
This participant shared the conflict experienced between her and her life partner. The 
fact that her baby was born prematurely resulted in her life partner being suspicious 
that she was pregnant sooner than she revealed, and that the infant might not be his:  
 
“…my partner said it’s not his child, because I was expecting 
my child in maybe a month. Not too early. He was thinking I’m 
a liar because I told him I got this baby in September. I was 
supposed to get her in October. So he said I’m a liar. I was 
knowing that I will get the baby sooner, yes. But after this child 
was born, he was right and saw that maybe God made this, 
yes, I was feeling angry because he didn’t trust me. Maybe he 
was thinking I’m having an affair, yes. Now he goes to the 
clinic and ask the sister: ‘Someone can get a child before their 
time?’, they said: ‘Yes, even five months, seven months, eight 
months, it depends, yes’”. 
 (Participant 4, 30 years, lives in an RDP house). 
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One participant’s life partner, being the sole provider, was particularly aggressive 
towards her and the new baby. He would chase them out of the house at night, or 
not return back home for days, leaving them without any food.  
 
“She said you don’t have food in your house, you think: 
Sometimes one week, no food. Your boyfriend... You go to 
tavern... You shout... You fight... Every day... every day your 
husband, if he has have money, he goes to the tavern”. 
(Interpreter for Participant 10, 28 years, lives in a ‘mkukhu’) 
 
“He is the problem for her in her heart”. 
(Interpreter for Participant 10, 28 years, lives in a ‘mkukhu’) 
 
The results of a study by Moghaddam Tabrizi et al. (2017:5603) confirmed that 
mothers of preterm infants expressed that their husbands or life partners ‘were a 
source of strong support’ in helping them be a mother and taking care of the preterm 
infants. Adama et al. (2017:278) confirmed that fathers of preterm infants experience 
positive feelings in being part of their preterm infants’ care after discharge. Words like 
‘happy’ were used by fathers and they were excited to take part in caring for the 
preterm infant at home. These findings confirmed the stories of mothers stating that 
some of the fathers were very supportive in caring for the preterm infant by providing 
wood for the fire, fetching water and preparing food. A qualitative study conducted in 
Malawi by Lydon, Longwe, Dyson, Likomwa, Lwesha, Chimtembo, Donohue, 
Guenther and Valsangar (2018:6, 9, 12) found that fathers had positive as well as 
negative responses towards their preterm infants.  
 
Some fathers were non-supportive, as confirmed by the findings in Adama et al. 
(2017:278, 279) and Hollywood and Hollywood’s (2011:32-38) research. These 
authors state that some fathers in their studies had difficulties getting involved with the 
care of their preterm infants, as they were scared to hold them, and had a sense of 
neglect by the nurses as they were not encouraged to visit their preterm infants and 
were not included in discharge education. The fathers were perceived as the 
breadwinners, and not the ones caring for the preterm infants by means of holding, 
bathing or feeding them. The results of these studies confirmed why some fathers 
 83 
were aggressive towards the mothers, and rejected the mothers and preterm infants 
due to their possible fear, anxiety or resentment.  
 
Gibbs, Sikweyiya and Jewkes (2014:4) held two focus group discussions with 44 men 
living in an informal settlement in South Africa, exploring how young black men 
perceived respect and their masculine identity. The results of their study accentuated 
that these men perceived respect through violence against their life partners, 
exercising control over their life partners by withholding finances, by pursuing multiple 
sexual partners, and displaying violence against other men. These findings confirmed 
the stories which the mothers in this study shared with the researcher in cases where 
their life partners did not support them in the care of their child. Boutain et al. 
(2017:213, 214) confirmed that mothers perceived their relationship with their life 
partners as challenging at the time of caring for their preterm infants, which echoes 
some of the mothers’ stories in this study.  
 
3.3.2.2  Category 2: The mothers experienced interpersonal responses from 
family members and close friends 
 
Stories shared by some participants enriched the researcher’s knowledge of how the 
mothers experienced relationships with their own mothers, their sisters, a 
grandmother, and close friends. Most participants relayed stories of positive 
responses as they received support and care from their family members and close 
friends.  
 
“But, my mother came from, all the way from Parys to come 
here to see my little one. With my sister and my little sister. 
So they came…So my sister said: ‘uh-uhm, this baby won’t 
survive here, because paraffin has a smell. And that smoke is 
gonna harm him, because his lungs are small so you must go 
home’…and then, they hire a car that took me home. At home 
at least there is electricity…”  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
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“My granny, early in the morning, was here and bathed her. 
She taught me you have to hold it like this, then do like this, 
yes”.  
(Participant 4, 30 years, lives in a ‘mkukhu’).  
 
“Yeh (yes), it’s my family, if sometimes they need me to do 
the washing in this house, is working and if you need 
something to help me I am coming. She called me ne? ‘Come 
to help me and then you give me sometimes R100, maybe 
she wants me to do the washing’. I can make for her the 
washing…she is helping me too much…The clothes for 
(preterm infant) give me, anything if I don’t have the paraffin, 
I can make please call, if I don’t have the money for paraffin, 
she can give me”.  
(Participant 8, 29 years, lives in a ‘mkukhu’) 
 
Lack of support and ultimately a perception of rejection from family members and close 
friends were also experienced by some participants. Certain participants had a lack of 
support due to dismissal from family members. One participant shared how she had 
no support as both her parents have passed on. The following quotes demonstrate 
Category Two of Theme Two:  
 
“My best friend, that didn’t come to hospital, was the one who 
said I must not be paid”.  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
“Ek het nie ‘n ma nie, ek het nie ‘n pa nie. En met daardie tyd 
ek het nie die werk nie. Ek het vir myself gevra wat hierdie 
gaan eet want ons het baklei by sy pa. En sy pa het gesê hy 
loop en ek gaan hom nie weer sien nie”. (I do not have a 
mother nor a father. And at that time I didn’t have a job. I 
asked myself what this will eat because his father and I had a 
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fight. And his father said he will walk away and I will never see 
him again). 
(Participant 2, 28 years, lives in a ‘mkukhu’) 
 
Even though one participant was rejected by her own mother, the participant had 
insight as to why her mother stopped supporting her financially:  
 
“Now she told me, she said: ‘Ai, I can’t give you money now. 
You are a mother. You must go find a job’”.  
(Participant 10, 28 years, lives in a ‘mkukhu’) 
 
Moghaddam Tabrizi et al. (2017:5602) concluded in their study that mothers and 
grandmothers of preterm infants’ mothers, were supportive as they helped them to 
cope with their role as a mother. They also provided them with knowledge based on 
their own experiences in caring for an infant. However, this study did not state that the 
mothers and grandmothers had previous experience in caring for (particularly) preterm 
infants, but merely that they supported the mothers in dealing with ‘the challenges of 
being a mother’.  
 
3.3.2.3  Category 3: The mothers experienced interpersonal responses from 
others 
 
Inside the informal settlement, ‘mkukhus’ were clustered in groups in one fenced-off 
area, where the mobile toilets were being shared. Taps were shared by groups of 
‘mkukhus’. However, the houses within the fenced-in areas were one to two metres 
away from each other (Refer to Figures 3.10 & 3.11). Therefore, the neighbours saw 
and heard each other at all times. Some lived in harmony, while others did not.  
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Figure 3.10: Corrugated iron houses right next to each other, sharing one 
mobile toilet  
(Source: Photo taken by researcher with permission of participant) 
 
Therefore, stories shared with the researcher demonstrated neighbours supporting 
mothers who had to care for their preterm infants. Sometimes, neighbours would live 
right next to each other, see the hardship, but not help the one who was suffering. At 
times the very same neighbours climbed over the fences and stole their belongings, 
causing pain and loss to such mothers.  
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Figure 3.11: A tap shared between individuals living in an RDP house and 
bordering a ‘mkukhu’ 
(Source: Photo taken by researcher with permission of participant). 
 
Even though fear and criminal activities existed in the informal settlement (Refer to 
Figure 3.3), there was also an atmosphere of looking out for each other: 
 
“And then I said: ‘No, next month, I’m going to work’. No 
matter what. But my baby was weighing three point something 
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weight. I said: ‘aih (reasoning), he’s fine mos (concluded)’. I 
started looking for nanny. Oh, that mother (neighbour across 
the participant’s home), I trusted her. She said: ‘No, I cannot 
look after your baby, yoh (exclaimed in fear)!’ She said: ‘yoh, 
no, I’m scared of premature baby’”. 
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
“En hulle het baie vir my gehelp… Ja. Soos dié ousie die was 
hier so... Ja, sy help my baie goed”. (And they helped me a 
lot. Yes, like the woman who was here (The participant 
showed to the zink house next to her, her neighbour) Yes, she 
helped me very well). 
(Participant 2, 28 years, lives in a ‘mkuhku’) 
 
One participant shared her experiences with the lack of support from her neighbours 
in caring for her preterm infant, as they were working, and she had no one to assist 
her to collect water from the outside taps during the day:  
 
“Ma’am, eish (despair), sometimes ma’am I am inside ne? 
(you understand?), so I don’t want to, maybe the woman next 
door is going to work and nobody. And because in the day the 
other one that is staying here if going to work, nobody can 
help you”  
(Participant 8, 29 years, lives in a ‘mkukhu’) 
 
A few participants shared their perceived negative experiences in cases of medical 
emergencies with the local municipality ambulance services. It appeared as if an 
arrangement existed where residents of the informal settlement who experienced 
medical emergencies, had to take themselves out of the informal settlement, to either 
the closest community clinic, or directly to the closest public hospital. To be able to 
take themselves out of the informal settlement, they had to hire private transport which 
was expensive and often unaffordable. Such transport was paid with money which 
would have provided basic food for the family members.  
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The arrangement further detailed that the residents have to go to the closest 
community clinic with private or public transport, to reach the point where the 
ambulance will collect them and take the patient to the closest public hospital. The 
community clinic operated during weekdays and office hours, therefore, if an 
emergency occurs at night, no emergency care is available. Ambulances do not go 
into this informal settlement.  
 
This is what the participants shared: 
 
“…So I told my husband: ‘Eish (awareness), there is a pain. 
Phone my mother before you go to work’. So then we go to 
my mother’s house. So as we get to my mother’s house, my 
baby just came out. So they called the ambulance. The 
ambulance not coming. Ja (Yes), so we phoned the 
ambulance. Ambulance don’t come. So we hired a car to 
(public hospital)”.  
(Participant 3, 23 years, lives in a ‘mkukhu’) 
 
One participant emphasised the lack of emergency care inside the informal settlement:  
 
“As ons het nie by die kliniek gegaan nie, ons kan nie met die 
ambulans ry, toe ons moet wag dat ons by die kliniek gaan. 
Jy sien? En die mense van die ambulans hulle sê hulle kan 
nie vir ons vat nie, as ons eers... ons moet eerste by die kliniek 
gaan begin, toe as ons klaar met die kliniek begin het, dan 
kan ons nou met die ambulans kan ry”. (If we did not go to the 
clinic first, we could not make use of the ambulance, so we 
must get transport go to the clinic. You see? And the people 
of the ambulance says that they can’t take us, we must go to 
the clinic first, and only then can we make use of the 
ambulance). 
(Participant 2, 28 years, lives in a ‘mkukhu’) 
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The researcher needed to clarify why the ambulance did not go into the informal 
settlement to assist the mother who gave birth to her infant prematurely outside a 
hospital. This is what the participant responded: 
 
“I don’t know. They said if you get the baby at home, you must 
hire your car to take you to the hospital”.  
(Participant 3, 23 years, lives in a ‘mkukhu’) 
 
Another participant shared her story about taking her preterm infant to the local 
community clinic for a health check-up, and she experienced the following: 
 
“…we are suffering with electricity. Yes, and transport. When 
we have to take her to the clinic, I have to wait a long time for 
a taxi to go to town. Yes, I feel maybe, because it’s her day to 
go to the clinic, and when I went to clinic, I found a lot of 
people. Then some other days, they cut, they say you’re going 
to come tomorrow because it’s full for the day”.  
(Participant 4, 30 years, lives in an RDP house) 
 
Moghaddam Tabrizi et al. (2017:5605) confirmed that mothers treasured the 
numerous sources of support that encouraged them to overcome the challenges they 
experienced in caring for their infants, even though that study did not study mothers 
caring for their preterm infant inside an informal settlement. An integrated knowledge 
translation study conducted by Premji et al. (2017:e1122) verified that fathers, family, 
and friends were vital sources of emotional support for the mothers caring for their 
preterm infants after discharge. 
 
3.3.3  Theme 3: The mothers experienced a multitude of physical challenges in 
poor living conditions while taking care of their preterm infants in an 
informal settlement 
 
The researcher learned a multitude of facts about the lived experiences of mothers 
caring for their preterm infants in an informal settlement regarding their physical living 
conditions. First, the mothers experienced frustration and despair having to deal with 
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their physical environment. They suffered anxiety about their financial circumstances, 
causing some to start working very soon after the birth of their preterm infant and 
having to find someone willing to look after their baby. Other participants relayed 
stories of reverting to alcohol, which worsened their socioeconomic status.  
 
One mother shared how she stole money from her employer due to her desperate 
need to care for her preterm infant. As part of their poor living conditions, the mothers 
experienced challenges in practising hygiene, to such an extent that they sometimes 
blatantly gave up trying to continue good hygiene practices. The mothers’ experiences 
in having to care for their preterm infants in challenging circumstances, are discussed 
in detail in the sections that follow, and is followed by literature after each category. 
 
3.3.3.1  Category 1: The mothers experienced environmental challenges in 
having to care for their preterm infants 
 
Due to the physical structures of the ‘mkukhus’, it was impossible to control the 
temperature inside the house: the ‘mkukhu’s’ roof, made of corrugated iron, was set 
at a distance of +/-2 metres from the floor. The roof was parallel to the floor (Refer to 
Figure 3.6), and no or very little trees surrounded the corrugated iron homes, causing 
the homes to become extremely hot. The houses usually had only one door, only one 
window (if any), which could not function as a window, as it could not open and close. 
The result was that air did not flow through the house, trapping warm air inside the 
house.  
 
On the other hand, the corrugated roof and walls did not insulate the houses, causing 
the houses to be incredibly cold at night. Participants used ‘mbawula’ stoves, referred 
to as ‘fires’, to warm the house inside. A ‘mbawula’ stove is a drum, with holes on the 
side. A fire is made inside the drum, and kept outside the house until the smoke 
disappears. Once the smoke disappears, the ‘mbawula’ stove is taken inside to warm 
the house. Some houses have a built-in ‘mbawula’ stove, with a chimney reaching 
outside, either through the wall or the roof (Refer to Figure 3.11).  
 
Unfortunately, if the participants could not find dry wood, they burned other material 
like plastic found on rubble dumps (Refer to Figure 3.12). On the other hand, wood 
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which was not dry enough were also burned, but it caused a lot of smoke which was 
not good for the preterm infants’ respiratory health. 
 
Figure 3.12: Rubble dump used for recycling tyres, paper and plastic. Such 
materials are used to make fires  
(Source: Photo taken by research with permission of gatekeeper) 
 
Such materials cause a lot of smoke, which could escape through chimneys into the 
home if it is not intact due to rust. Not only does a ‘mbawula’ stove have the potential 
to cause respiratory problems for the preterm infants, but for other individuals inside 
the home as well, which could lead to infectious respiratory diseases. The ‘mbawula’ 
stove is also a burn hazard for anyone walking against it: the ‘mbawula’ is positioned 
on the floor and the houses are very small with very limited walking space around it, 
causing someone to easily burn themselves against it.  
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“At night, ne (you understand?), it was cold. My stove went 
off. So we had to start the fire AGAIN. Because it was very 
very cold. I’m shaking. How can I start, because we must go 
out and look for newspaper and plastics you know? So, ayh-
jay-jay (despair), it was very cold, jhew (unreal)”.  
(Participant 1, 26 years lives in a ‘mkukhu’) 
 
“I am worried ma’am. I think it’s coming cold but what must I 
do?”  
(Participant 8, 29 years, lives in a ‘mkuhku’) 
 
Another source to produce heat for warmth or for cooking, is paraffin stoves. Paraffin 
stoves make fumes which also pollute the air and cause respiratory problems. The 
researcher learned that the participants living in the informal settlement were aware 
that the paraffin fumes can cause respiratory harm to the preterm infants, so they tried 
to place the infants in another room. However, some ‘mkukhus’ were one open-plan 
room, with curtains dividing the home into separate areas. Thus, the preterm infants 
could mostly be moved to the furthest corner away from the paraffin fumes, on the 
other side of a curtain. Having only one door, and most of the times one window which 
could not open properly, made this situation worse.  
 
“When I cook, serious, I won’t tell you a lie, when I cook, I put 
my baby down. Because the smell of the stove is not right for 
the baby, I put him down and then using primer stove, I cook. 
After everything, when I finished cooking, that is when I take 
him back again to kangaroo”  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
The researcher prompted the participant about her activities in opening the doors and 
windows of her home when she had to use the primer stove in order to allow fresh air 
to flow through the ‘mkukhu’ and let the paraffin fumes out. The participants shared 
the following:  
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 “…it can spread. One window and the door. But it was winter. 
It was cold. But there is one window and one door. So at least 
in my bedroom, that smell doesn’t go, it isn’t STRONG like in 
the kitchen. But it did go”.  
(Participant 1, 26 years, lives in ‘mkukhu’) 
 
The participant shared how important the use of the primer stove was to provide in her 
baby’s nutritional needs: 
 
“‘Pulse bezuku’, up and down, which means ‘up and down and 
down’ in here. And then, I bought sterilizing fluid, and then I 
was boiling water, with a primer stove. And then after boiling 
water, I took that water and pour it in a flask, so that water will 
always be warm, ne? Because I did not want to always boil 
water when I do his bottle. I said: ‘Joh (awareness), it is a lot 
of work. And it is winter. And it is cold eyh (incredible). I won’t 
do that”.  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
“…And that electricity you cannot use the stove because it is 
weak. It is light only”.  
(Participant 8, 29 years, lives in a ‘mkukhu’) 
 
“Because we have got no electric to cook you see”.  
(Interpreter answered for Participant 6, 30 years old, lives in 
a ‘mkukhu’) 
 
Furthermore, the corrugated roofs and walls are not joined tightly, causing dust, rain, 
noise and odours to enter the houses (Refer to Figure 3.10).  
 
Participants shared stories related to the structure of their ‘mkukhus’, which made it 
difficult to control the warmth within the house:  
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“Indawo yokuhlala yabo akulungile futhi it uyokhanda egcwele 
uthuli ezinomoya ngesikhathi esifanayo, Ja” 
(Yes, their shelter is not right and it’d be full of dust and windy 
at the same time) 
(Interpreter for Participant 9, 35 years, lives in a ‘mkukhu’) 
 
“I don’t like the mkukhu. Sometimes it, the rain is coming and 
the mkhukhu it is not allright. Sometimes the rain is coming at 
night. You are not relaxed because of mkukhu. The wind is 
coming too much, you know we are not relaxed in mkukhu. 
Sometimes we don’t have blankets ma’am. Sometimes we 
use a primer to, paraffin, we are not relaxed. I am not happy 
ma’am but it is where I must stay”  
(Participant 8, 29 years, lives in a ‘mkukhu’) 
 
“Ngikhathazekile ngendlu, akusiyo isimo esihle, bese kuthi 
mayelana nama-stop of the primas kubanda, kodwa ayikho 
indlela esingayenza ngayo. Kufanele sivumele ingane yethu 
ihambe ekhaya ngoba ayikho indawo yokumthatha ukuba 
ahlale kuyo, kumele ahlale nathi”.  
(He said he was worried about the house, it’s not in a good 
condition, and then about primer stove and it’s cold, but there 
is no way we can do. We have to bring it (the preterm infant) 
home because no place to take him to stay, he must stay with 
us).  
(Interpreting for Participant 6, 30 years, lives in a ‘mkukhu’) 
 
Not only do the walls and roof play an important role in keeping the house warm, but 
the floor also helps in controlling the temperature inside the house. The researcher 
explored the layers of the floor and material covering the floor. This was the 
information revealed:  
 
“It’s the ground”  
(Participant 9, 35 years, lives in a ‘mkukhu’) 
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Refer to Figure 3.13 to see the material on the floor.  
Figure 3.13: Example of flooring in ‘mkukhus’  
(Source: Photo taken by researcher with permission from the participant) 
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Besides the physical structure of the ‘mkukhu’, the researcher learned that it is a 
common occurrence for residents to have illegal electricity connections, referred to as 
‘izinyoka’, inside their homes.  
 
The researcher also learned that some residents of the informal settlement had no 
electricity, not even ‘izinyoka’.  
 
“No, she doesn’t have. You can see there’s no light here”. 
(Interpreter answering for Participant 9, 35 years, lives in a 
‘mkukhu’) 
 
Even though the residents referred to ‘izinyoka’, the participants perceived the 
electricity to not be illegal. They reasoned that they extended the legal electrical 
connections from the RDP houses, which were provided by the local municipality. 
However, the ‘izinyoka’ held a major safety risk: electrical cords started from the RDP 
side of this informal settlement, across a busy street where all types of vehicles drove, 
and people of all ages walked on a daily basis. The vehicles driving on that road 
caused the electrical cords to become exposed. These cords ended up lying on the 
surface of the road (Refer to Figures 3.14 to 3.16). 
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Figure 3.14: Electricity legally provided by the local municipality to an RDP 
house  
(Note the illegal electrical connections made by community members leading to the 
closest corrugated iron house.)  
(Source: Photo taken by the researcher, permission gained from gatekeeper) 
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Figure 3.15: Electricity from paved road to gravel road towards nearest 
‘mkukhu’ 
(Source: Photo taken by researcher with permission from gatekeeper) 
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Figure 3.16: End result of illegal electricity connection inside a ‘mkukhu’  
(Source: photo taken with permission from participant, by the researcher) 
 
The participants’ stories revealed their lived experiences regarding the great effort it 
took to generate energy to provide warmth and light in the house to create an optimal 
environment for their preterm infants, to provide nutrition as well as hygiene. Some 
participants shared the following: 
 
“At home at least there is electricity, free electricity again, they 
do buy them, but they give them electricity. So the heater was 
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on. Day and night. Day and night, for us. That’s how it was. At 
home it was very easy. It didn’t have that much work, like her, 
in (informal settlement)”.  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
The mothers who lived with their preterm infants inside an informal settlement had to 
undergo a lot of effort to collect water to care for their infants’ nutritional and hygiene 
needs. As the water was not accessible inside the house, the participants had to either 
find someone or go and collect the water themselves from outside the house. The 
researcher learned that it did not only take physical effort to collect the water, but it 
demanded time as well. The participants needed equipment and tools to collect the 
water, like buckets and wheelbarrows, and store it in their house (Refer to Figure 3.17). 
Figure 3.17: Buckets and large bottles used to collect water 
(Source: photo taken with permission from participant, by the researcher) 
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The researcher discovered that participants had to plan their activities to ensure that 
the water was always warm to prepare feeds, to wash their hands and bath the infants:  
 
“Mmmm always usuku lonke umlilo kufanele ube khona njalo. 
Ngoba kufanele ubeke amanzi njalo. Uma umntwana 
elambile kufanele wenze ukudla”.  
(You see the whole day you must, the fire must always be 
there. Because you must always put the kettle there for the 
water. When the baby is hungry you must make a food).  
(Interpreting for Participant 6, 30 years, lives in a ‘mkukhu’) 
 
Stories were shared on how the participants had to wait for their life partners, 
neighbours, children or friends to collect water as the participant was unable to, or did 
not want to take the infant outside to go and collect water. These quotations highlight 
the trouble they faced to have water inside the home for bathing, cooking and cleaning:  
 
“I am going to the tap, I take the water there in the mkukhu, 
ne? Maar (But) we are going there to fetch a water to come 
and put in pot and light primas to put there and wash you 
baby. It’s not easy, because we put there also. You waiting to 
the water must boil and it’s time you know a primas stove it 
takes long”.  
(Participant 8, 29 years, lives in a ‘mkukhu’) 
 
“The taps are too far and we have to carry the buckets on our 
heads”. Because it seems like a lot of work, we have to take 
a bath or a bucket and then pour water and soap and all the 
stuff, it’s hard work”.  
(Interpreter answering for Participant 7, 21 years, lives in a 
‘mkukhu’)  
 
James (2015:27, 95) investigated residents’ perceptions of environmental health in 
the informal settlement in which they lived: poor living circumstances and conditions, 
combined with a lack of basic services, were the main characteristics of informal 
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settlements. Participants experienced an absence, or shortage, of basic services like 
sanitation, water and electricity, which compromised the environmental health of the 
area. They agreed that the provision of basic services could improve the quality of 
their environment.  
 
3.3.3.2  Category 2: The mothers experienced financial challenges in having to 
care for their preterm infants  
 
One participant mentioned that they ‘even’ had to buy wood, indicating the immensity 
in spending money on something other than their daily living in order to provide for 
their preterm infant’s special needs.  
 
“Ayh (inundated), so when I come here, it was on winter. It 
was very cold. Ayh, he started doing fire. You see? Here is 
my stove. He started to make the fire, and then, we even buy 
wood to make that fire”.  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
Participants’ relied on the South African Social Security Agency (SASSA) grant to 
support their daily living and in caring for their preterm infant. Others could only afford 
to provide in the basic care of their preterm infants when they found a part-time job.  
 
“We are living on my mom’s grant and the money she got from 
CWP, and the child’s grant”. 
(Interpreter for Participant 7, 21 years, lives in a ‘mkukhu’) 
 
“Sometimes if I get the money to buy paraffin, at least I can 
put paraffin in the primastove at least I get. But sometimes the 
money it is not there. At least I can get, mara (but) it's too 
small now. I can make a big, I can look a job”. 
(Participant 8, 29 years, lives in a ‘mkukhu’) 
 
Some participants were in dire need for a job, and had to rely on their life partners, 
family or friends to support them in caring for their preterm infants. 
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“I can’t find a job”. 
(Participant 7, 21 years, lives in a ‘mkukhu’) 
 
“But I want now to try to look for job because I see suffering”. 
(Participant 3, 23 years, lives in a ‘mkukhu’) 
 
As the preterm infants’ skin needed special care, only one participant was 
knowledgeable of using high-quality diapers as well as perfume-free soaps and 
lotions:  
 
“It was very difficult, because my boyfriend he was the only 
one who’s working, he must buy that formula milk, he must 
buy nappies. And they told me that this premature kids, they 
have a sensitive skin, so I always buy original original 
Pampers Pampers Pampers. And it is expensive”  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
“And I didn’t use uhm (figuring out), what do you call it? This 
Vaseline? Baby Johnson? Fragrance Free. Because that one 
that has a smell of perfume, it cause a rash. When I put it, it 
cause him a rash. But when I use Fragrance Free, jahh! (Yes! 
(Pleased)) She does very well”.  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
Mostly, participants shared that they had plans to go and look for a job, or to go back 
to work earlier than expected, due to the financial pressure they experienced in having 
to care for the preterm infants: 
 
“…Sometimes if I get the money to buy paraffin, at least I can 
put paraffin, the primas too at least. But sometimes the money 
it is not, at least I can get maar it’s too small now. I came back, 
I can look a job”.  
(Participant 8, 29 years, lives in a ‘mkukhu’) 
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However, it is clear that some participants lived in such hopelessness, that they did not 
even realise their preterm infants’ special needs. They just experienced a 
comprehensive feeling of distraught because of the lack of finances and having to 
survive:  
 
“It’s not easy…Because if I was working it was better. 
Sometimes we sleep without eating”.  
(Participant 3, 23 years, lives in a ‘mkukhu’) 
 
“Ooh (overawed), we had to sacrifice for out little baby. Eish 
(unbelievable), it was very sad. I even tried to contact our 
administrator. I said: ‘Hai (despair), let’s just make corruption. 
Please’. I said: ‘let’s make fraud let’s make fraud’. She said: ‘I 
can give your five hundred’. I said: ‘no stress, at least there is 
something’. I said: ‘Sharp’. And then he forged my signature. 
But we did that one month”.  
(Participant 1, 26 years, lives in a mkukhu) 
 
Vonderheid et al. (2016:625) confirmed that having a preterm infant meant 
substantively more expenses for the parents during the initial hospitalisation and after 
discharge. This statement was reiterated by research conducted by Engle (2011:512-
515), Petrou (2019:19, 20), Gouyan, Iacobelli, Ferdynus and Bonsante (2012:150-
152) and McCormick, Litt, Smith and Zupancic (2011:374-379). Finances were 
definitely a challenge when caring for a preterm infant. Having a single income was 
difficult. Participants with life partners who provided financially in caring for the preterm 
infants still mentioned the money being insufficient, as the preterm birth of the infant 
added to the costs of daily living (Boutain et al., 2017:213). Results in Boutain et al’s. 
(2017:213) study confirmed that mothers looked for any employment as long as they 
would be able to pay for important expenses related to caring for the preterm infant.  
 
Findings in the mentioned literature compared with the findings of the study 
undertaken in the informal settlement regarding financial constraints, additional 
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financial expenses in caring for a preterm infant, and the urgency to find a job to meet 
the financial responsibilities.  
 
Oldewage-Theron and Slabbert (2008:94; 2010:4) stated that their survey found a 
91% degree of unemployment in the same area where the informal settlement 
included in this study was located. This resonated with mothers sharing their life 
stories where they ‘went to bed without eating’, had to return back to work sooner than 
planned, and were unable to afford basic items needed to care for their preterm infants 
while living inside the informal settlement.  
 
3.3.3.3  Category 3: The mothers experienced practising hygiene as challenging 
 
Some mothers made an effort to implement hand hygiene before and after touching 
their preterm infants, before cooking and after toilet use. But most participants gave 
up the effort, because it was hard work to collect water, store and separate the water, 
and still practice hand hygiene.  
 
“It was very tough. Because I had to every time use clean 
water. And I fetch water very far. There is a queue at the tap 
again. I just wait for his father to come back home from work”.  
(Participant 1, 26 years, lives in a ‘mkukhu’) 
 
“When I was washing my hands, I was using our own bath 
that we used to wash ourselves. I then pour little water, not 
that much, because I was going to be in shortage of water. I 
pour small water, and then I use our bathing soap, I wash 
wash wash, and then I pour that water in our skiki (small 
container usually used to discard body fluids at night). I pour 
it there. Ayh (weary), when I do something, I use that small 
water again, I wash it, pour it in skiki. that’s how I did it to wash 
my hands.” 
(Participant 1, 26 years, lives in a ‘mkukhu’) 
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“Before jy gee die kind die kos, jy moet die hande was. As jy 
hom klaar gepoepoes maak, jy moet ook die hande was, toe 
jy moet besig wees met die kind wees… As jy klaar met die 
kind, as jy gaan ander iets doen, jy moet ook die hande was… 
As jy kom terug weer by die kind, jy moet ook die hande 
was…. Ons het nie die tap hierso by die huis nie… Toe ek 
roep vir (neighbour) dat hy vir ons die warm water gee”. 
(You must wash you hands before feeding the child. You have 
to wash your hands after changing his nappies. If you finished 
with the child and want to do something else, you must wash 
your hands. When you come back to the child, you must also 
wash your hands…We do not have a tap in the house…then 
I called (neighbour) so she can give us warm water).  
(Participant 2, 28 years, lives in a ‘mkukhu’) 
 
“Uzihlambi izandla zakho (laughs) inzima kaloku lento. 
Uzihlambaphi izandla zakho bubuya etoilet kappa osenzani? 
Uzihlambathi mawubuya izandla zakho?”.  
(Where do you wash your hands (laughs)? This is hard where 
do you wash your hands after going to the toilet or doing 
anything? Where do you wash your hands when you come 
back?) 
(Interpreter asking Participant 5) 
 
“Evaskomini” 
(In the ‘waskom’ (bucket)) 
(Interpreter for Participant 5) 
 
One participant confirmed that it was too difficult to practice hand hygiene, even 
though she was aware of the importance of handwashing. She often did not have 
someone who could look after her infant so she could collect water. It took long to 
collect the water, with the result that she had to wait for either her life partner or a 
neighbour to collect water for her:  
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“Eish, no I don’t want to lie. You know ma’am, life there to the 
mkukhu is not alright. Aye, I am staying to the mkhukhu maar 
(but) not living for right. Aye you know, sometimes when the 
water is not here, I can’t, the baby eats, is crying now. The 
bucket is empty there is no water. You must go there. To fetch 
water”.  
(Participant 8, 29 years, lives in a ‘mkukhu’) 
 
A participant relayed an experience where she was alone at her home with her preterm 
infant, having to make use of the toilet outside the house. The toilet was shared by 
three households with three to four individuals per home. No one took responsibility to 
clean the toilet daily, therefore its cleanliness was never guaranteed. The participant 
shared her distress about the challenges in implementing hygiene principles when 
caring for her preterm infant: 
 
“And when I, yoh! oh shame! (Exclaimed still being in disbelief 
thinking back), that toilet, yew (in disbelief). Uh-uhmm (No), 
so when I came (back into her house), I just washed my 
hands, and took my baby here (touching her chest). So you 
know, that smell, still on my gown. And I was having only one 
gown. Ayh, it was very stressful, ayh-jay-jay (disbelief)”. 
(Participant 1, 26 years, lives in ‘mkukhu’) 
 
“Hayi (Hey) ma’am, sometimes when the water is not in here, 
I can’t (inaudible), the baby it’s crying now. The bucket is 
empty there is no water. You must go there to fetch water” 
(Participant 8, 29 years, lives in ‘mkukhu’) 
 
“She leaves the baby and take the water”. 
(Interpreter for Participant 10, 28 years, lives in ‘mkukhu’) 
 
Not only was it necessary for the participants to have water to practice hand hygiene, 
but water was also necessary to bath their preterm infants. The water had to be 
warmed, and in order to warm the water, the participants had to look for wood to make 
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a fire (Refer to Figure 3.18) or use the paraffin stove to boil the water. Alternatively, 
they had to use illegal electricity to boil a kettle for warm water to bath the infant. 
 
The researcher explored the actions which participants had to undertake in order to 
bath their preterm infants, and the participants confirmed that they had to first boil the 
water prior to bathing their infants: 
Figure 3.18: Pots on a fire to boil water 
(Source: Photo taken by the researcher with permission from the gatekeeper) 
 
“Wavele ukubeka amanzi phezu kwesitofu upharafini. Kumele 
aye futhi ukulanda amanzi khona ngaphandle. Emgwaqweni. 
Base zikhulisa amanzi kule isitofu upharafini”  
(She just put the water on the stove, the paraffin. She must 
go and fetch the water there outside, on the corner, on the 
street. Then they warm the water in this flame stove, in the 
paraffin stove…) 
(Interpreter for Participant 9, 35 years, lives in a ‘mkukhu’) 
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Other participants explained why they used cotton wool to bath their infants:  
 
“Wayesebenzisa ikottonwool namanzi. Wayesebenzisa 
amanzi ashushu kunye neoli. Inxalenye eyona nzima 
kunokuba usondle umntwana kunye nendlela yokuhlamba 
umntwana. Ngenxa yokuba umntwana uncinci kakhulu”  
(She said she used cottonwool and water. She was using 
warm water and the baby oil. The hardest part is to feed the 
baby and how to wash the baby. Because she said the baby 
is very tiny.) 
(Interpreter for Participant 7, 21 years, lives in a ‘mkukhu’) 
 
“Wayesaba waba ukubeka ingane emanzini. Yingakho 
eseneminyaka usebenzisa ukotini”  
(She was afraid she’d put the baby in the water. That’s why 
she was using the cotton) 
(Interpreter for Participant 9, 35 years, lives in ‘mkukhu’) 
 
The researcher learned that residents living in the informal settlement share mobile 
toilets. Hygiene practices were often very poor, as the number of households and 
individuals were large, and a poor relationship often existed among those sharing the 
mobile toilets. This implied that toilet cleaning routines did not exist. The municipality 
trucks did not visit the informal settlement regularly enough to drain the toilets. As a 
result, the toilets became overfilled, and when it rained, raw sewage flooded the roads 
and an offensive smell hung in the air (Refer to Figure 3.5). Participants revealed the 
number of residents sharing the mobile toilet closest to their ‘mkukhu’: 
 
“Keba bangata, leba bahonwa jwala”. 
(They are a lot, even those that drink alcohol). 
 
“They’re selling the beer here. So the customers, they came 
in the toilet. So it’s most of them, yes”.  
 
“Siyicleana every Monday”. 
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(We clean it every Monday).  
(Participant 5, 32 years, lives in ‘mkukhu’) 
 
“I think it is seven or eight of us”.  
(Interpreter answering for Participant 7, 21 years, lives in a 
‘mkukhu’) 
 
“I got a toilet inside the yard, like a plastic. You see? Yoh, I 
think it is five people”  
(Participant 8, 29 years old, lives in a ‘mkukhu’) 
 
“I think it’s four, five,thirteen. All of us”.  
(Participant 10, 28 years old, lives in a ‘mkukhu’) 
 
One participant confirmed in sharing her experiences in caring for her preterm infant 
that she took responsibility, among the group of four families, to clean the mobile toilet 
herself daily. Her motivation was that she did not want her child to become ill:  
 
“Because kanti abanye abantu abahlanzi indlu yangasese. 
Sinomntwana omncane osebenzisa indlu yangasese”.  
(and the other…people they…don’t clean and us we have got 
a small child like now, that guy…he is going also inside the 
toilet) 
(Interpreting for Participant 6, 30 years, lives in a ‘mkukhu’) 
 
A study undertaken by Ncube et al. (2016:4) in Botswana with mothers whose infants 
were born prematurely, confirmed that practising hygiene became an important 
concern for mothers, as they perceived it to be a measure of the quality of care of their 
infants. However, the researcher found in this study that the mother who lived in the 
kangaroo care unit with her preterm infant for a few weeks, were very outspoken about 
practising similar hygiene interventions as that which she learned in the hospital. All 
other mothers were either unaware of the importance of practising good hygiene 
behaviour with and around their preterm infants. Alternatively, they were too 
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overwhelmed with the challenges experienced while living in the informal settlement 
to be bothered with practising good hygiene interventions at all times.  
 
A parent-led qualitative study completed by Gullino, Kaiser, Khan, Phillips, Elwin and 
Edwards (2017:409) confirmed that mothers were concerned about other people’s 
hygiene actions and the effects it had on their preterm infants. In this study, two 
participants particularly stated that they were concerned about the health behaviour of 
their neighbours who were sharing the toilets with them.  
 
Adkins and Doheny (2017:155) interviewed 37 mothers who gave birth to their infants 
prematurely. The objective of their study was to explore the mothers’ experiences in 
caring for their preterm infants after discharge. The study by Adkins and Doheny 
(2017:162) found that the mothers’ experiences were meaningfully provoked by their 
context, their intrapersonal and interpersonal responses, lasting for years after their 
children were born prematurely.  
 
Research conducted at the Faculty of Public Administration, University of Fort Hare 
by Marutlulle (2017:2), stated that South Africa, like several other countries in the 
world, has an ever-increasing task to support all citizens with access to proper 
housing. Statistics South Africa’s Household Survey 2011, stated that 12.1% (1 789 
million households) of South Africa’s 14.75 million households, lived in informal 
housing. Gauteng had 20.4% households living in informal settlements, based on the 
latest available 2011 statistics (South Africa Year Book 2012/13:347). 
 
The UN-Habitat (2015:2) maintained that informal settlements commenced because 
of various related factors, which included population growth, rural-urban migration and 
shortage of reasonably priced housing for the urban poor. Informal settlements 
developed because of feeble governance, mainly in the policy-, planning-, land- and 
urban management areas, causing property speculation and land grabbing. The UN-
Habitat (2015:2) concluded that economic weakness and poorly paid work, 
discrimination, marginalisation and displacement due to conflict, natural disasters and 
climate change added to the development of informal settlements. Myroniuk and 
Vearey (2014:248) confirmed this in their International Migration Review. 
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Marutlulle (2017:10) agrees that informal settlements in urban areas are an 
unavoidable phenomenon. Government policies, population growth (together with 
migration and urbanisation), municipal administrative dilemmas and economic 
variables were the foremost reasons of informal settlements. South Africa attracts 
thousands of new individuals yearly looking for employment, an improved life, as well 
as health facilities, medical facilities, education and social security. The quest for 
housing leads to a crisis. Added with the housing predicament, the scarcity of housing 
subsidies implicated that many people have no choice but to live in informal 
settlements. As per Richards, O’Leary and Mutsonziwa (2007:375), “informal 
settlements are therefore here to stay for the next decade and beyond”. 
 
3.4 CONCLUSION 
 
The focus of Chapter Three was on describing and discussing the results of the 
phenomenon of mothers caring for their preterm infants in an informal settlement. The 
following themes emerged: Mothers experienced intrapersonal responses in caring for 
their preterm infants; they experienced interpersonal responses in caring for their 
preterm infants; and lastly, they experienced a multitude of physical challenges in 
caring for their preterm infants. The main findings are summarised in Table 3.3. 
 
Table 3.3: Mothers’ lived experiences in caring for their preterm infants while 
living in an informal settlement 
 THEME 1:  
The mothers experienced intrapersonal 
responses in taking care of their preterm 
infants in an informal settlement  
 
 
 
Category 1: The mothers experienced 
compassion towards their preterm infants 
Category 2: The mothers experienced 
inner conflict expressed in distress in 
having to take special care of their 
preterm infants 
Category 3: The mothers experienced 
concern for significant others in having to 
take care of their preterm infants. 
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THEME 2: 
The mothers experienced interpersonal 
responses while taking care of their 
preterm infants in an informal settlement 
 
 
Category 1: The mothers experienced 
interpersonal responses from their life 
partners 
Category 2: The mothers experienced 
interpersonal responses from family 
members and close friends. 
Category 3: The mothers experienced 
interpersonal responses from others. 
THEME 3: 
The mothers experienced a multitude of 
physical challenges in poor living 
conditions while taking care of their 
preterm infants in an informal settlement 
 
 
Category 1: The mothers experienced 
the environmental challenges in having to 
care for their preterm infants. 
Category 2: The mothers experienced 
financial challenges in having to care for 
their preterm infants. 
Category 3: The mothers experienced 
practising hygiene as challenging. 
 
The researcher believes that the condition of the mothers’ living circumstances would 
not improve in the informal settlement. It is expected that there will always be infants 
who are born prematurely. A multitude of literature based on research exists about 
mothers’ experiences in giving birth to preterm infants, caring for them in NICUs and 
taking them home. Literature also exists about the circumstances inside informal 
settlements. However, to date, no research has explored the mothers’ lived 
experiences in having to care for a preterm infant in an informal settlement in Gauteng. 
Therefore, it was necessary to understand the mothers’ experiences to develop a 
model for nurses as a framework to facilitate the mothers’ care of their preterm infants 
while living in an informal settlement. 
 
The development of a conceptual framework is described in Chapter 4.  
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CHAPTER 4 
IDENTIFICATION, DEFINITION AND CLASSIFICATION OF THE 
CENTRAL CONCEPTS 
 
4.1  INTRODUCTION 
 
In Chapter 3, the results of the study were presented. A literature control was 
conducted and completed to conceptualise the results gained in the study.  
 
In this chapter, the central concept and associated concepts are identified, defined 
and classified. This theory-generating process took place according to the steps 
discussed in Chapter 2. The researcher implemented Chinn and Kramer’s (2011:216-
250) method of theory generation to develop and describe a model that could serve 
as a framework of reference for nurses to facilitate the mothers’ care of their preterm 
infants while living in an informal settlement.  
 
4.2  IDENTIFYING CENTRAL CONCEPT 
 
To be able to identify the central concept, an overview of the central storyline and 
themes as discussed in Chapter 3, will be given. 
 
The central storyline described the mothers’ experiences in an informal settlement 
related to their intrapersonal experiences, which involved responses of compassion 
and distress in caring for their preterm infants at home, as well as concern for their life 
partners. The mothers’ experiences also involved interpersonal responses from their 
life partners, their family members, close friends and other individuals, such as work 
colleagues and neighbours in caring for their preterm infants. Not only did the mothers 
experience intra- and interpersonal responses in caring for their preterm infants, but 
their experiences also involved multiple physical challenges, specifically identified in 
their living environment, their finances, as well as challenges in the implementation of 
hygiene practices.  
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These experiences became part of their daily lives, evidently accepted by these 
mothers. It was clear that their experiences occupied them in such a way that most 
mothers caring for their preterm infants in the informal settlement did not display any 
comprehension of their preterm infants’ special needs. It appeared as if the mothers’ 
only objective was to get through each day, just to survive, and provide for the very 
basic needs of the preterm infants in a seemingly submissive manner.  
 
The three themes which were identified in Chapter 3 are described next. 
 
Theme 1: Mothers experienced intrapersonal responses while taking care of 
their preterm infants in an informal settlement  
 
These intrapersonal responses included compassion towards their preterm infants, 
inner conflict expressed in distress at having to take special care of their preterm 
infants, and concern for their life partners in caring for the preterm infants.  
 
During the interview, a mother described her feelings of compassion towards her infant 
when she expected her family to visit them to meet her infant for the first time. During 
her infant’s hospitalisation, this participant learned how to implement kangaroo mother 
care. She understood the benefits of placing her preterm infant in the kangaroo mother 
care position. As she was expecting visitors, she decided prior to the visit, to place her 
preterm infant in kangaroo care as her objective was to keep him warm and safe from 
respiratory contamination. Holding her preterm infant in that position, demonstrated 
her insight in keeping her very small infant constantly warm and protecting him against 
new micro-organisms from visitors. When the participant’s own mother exclaimed her 
surprise when she saw her grandchild for the first time, the participant gently nodded 
in confirmation of her mother’s surprise: this participant was very aware that her infant 
was tiny and therefore needed protection and warmth. The participant demonstrated 
her compassionate bond with her infant.  
 
Another participant shared her inner conflict in having to take special care of her 
preterm infant when she described her feelings of distress as being ‘heartbroken’. In 
probing her reason for feeling heartbroken, she confirmed that she was so distressed 
in caring for the infant because she was concerned that he might die due to his small 
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size. During the interview, it was clear that her despair derived from wanting to care 
for her infant who could easily die while in her care. Therefore, caring for her preterm 
infant while living in the informal settlement led her to experience sadness and fear. 
This participant did not have a positive experience in caring for her preterm infant.  
 
One mother’s concern for her life partner having to take care of the preterm infant was 
demonstrated when she shared this experience: she perceived the father of the 
preterm infant to be scared of the infant, which was reflected as concern about his 
emotional response towards the infant. Unfortunately, this resulted in him not being 
involved in the physical care of the preterm infant, which added more responsibility on 
her to care for the preterm infant in the informal settlement.  
 
Theme 2: Mothers experienced interpersonal responses while taking care of 
their preterm infants in an informal settlement  
 
The mothers’ interpersonal responses occurred because of responses from their life 
partner, family and close friends, as well as other individuals like neighbours.  
 
A story shared by one participant demonstrated the interpersonal responses from her 
life partner. This account followed on a conversation which the participant had with her 
own mother who verbalised her concern about the circumstances in which she and 
her preterm infant lived. At the time of the conversation, it was winter, and the 
participant and her life partner had to continuously build a fire in order to keep the 
‘mkukhu’ warm for the sake of the preterm infant. To keep the house warm, the parents 
had to burn wood, and sometimes even rubble found outside in the streets when they 
ran out of wood. Even though their ‘mbawula’ stove had a chimney reaching up the 
wall through the roof to let the smoke out, some smoke still escaped into the ’mkukhu’, 
which enhanced the risk for respiratory disease in the preterm infant as he could have 
inhaled the smoke.  
 
When the participant’s mother realised the poor living circumstances of her daughter, 
life partner and preterm infant, she instructed the participant to bring the preterm infant 
‘home’ with them. That ‘home’ was built with bricks, had electricity and water supply 
inside the house, indicating ideal circumstances to care for the preterm infant.  
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The participant’s life partner showed sorrow and distress at having to live without them 
again, stating that he would miss them. This particular mother had lived in the 
kangaroo care unit for a few weeks during the infant’s hospitalisation, and had only 
been home a short while with the infant and her life partner. Unfortunately, 
circumstances forced them to live apart in order to provide optimal care for the preterm 
infant. Both reluctantly agreed to the new arrangement. 
 
Another participant experienced an interpersonal response from her grandmother 
when she explained how small her second-born infant was, unlike her first-born who 
was full-term and of normal birth weight. Yet, this particular infant was very small and 
she felt insecure to bath her infant. Her grandmother, who lived close to her, visited 
her every morning to teach her how to handle her preterm infant and bath her. It is 
clear that her grandmother wanted to comfort her by supporting her and wanting her 
to feel comfortable caring for the preterm infant.  
 
However, not all mothers caring for their preterm infants had positive interpersonal 
relationships with their families, as was clearly displayed in some conversations. A 
participant explained that her own mother refused to support her financially in caring 
for her preterm infant because this participant’s mother could no longer afford to 
support her adult daughter and the preterm infant. This participant already had three 
children, of whom two were born prematurely. She had never worked or earned an 
income in order to take care of her own children. On reflection, this participant said 
that even though her mother withheld financial support, she understood that her 
mother could not continue caring for her and her children. It was time for her to look 
for a job and earn an income to look after her own children herself. Although this 
participant had no support from her own mother, she understood that caring for her 
children was her and her life partner’s responsibility, and not that of her mother. 
However, employment was hard to find and their living circumstances would not have 
improved rapidly.  
 
Interpersonal responses from other individuals were demonstrated when a mother of 
a preterm infant was obliged to return to work due to lack of income because of unpaid 
maternity leave. She started looking for someone who lived close to her in the informal 
settlement whom she trusted enough to look after her preterm infant. Even though the 
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infant gained weight after discharge, he was still very small and fragile. This participant 
explained that she trusted her neighbour to look after her infant. But, upon enquiring 
if she would do so, the neighbour refused due to the infant being premature. She had 
insight into the fact that a premature infant had special needs and therefore required 
significant work and responsibilities.  
 
The third and last theme identified was the following: 
 
Theme 3: The mothers of preterm infants experienced a multitude of physical 
challenges in their poor living conditions while taking care of their preterm 
infants in an informal settlement 
 
The multitude of physical challenges in terms of poor living conditions included 
repetitive stories about shacks not having electricity. The participants had to rely on 
fire to warm the living environment, to cook, or to have light to be able to care for the 
infant. At times wood was not readily available, and they had to burn any other material 
they could find outside in order to make a fire. An added risk in looking for wood or 
other materials to burn to maintain the warmth in the house, was the fact that they 
could have been attacked by criminals roaming the streets, especially at night. When 
electricity was available, it was weak and could only be used for light, but not to create 
warmth or cook food simultaneously.  
 
Some participants explained how ineffective the shacks were at keeping dust, rain, 
wind and cold out. Therefore, it was a great challenge to control the temperature inside 
the shack to ensure warmth for the preterm infant. Some mothers of preterm infants 
shared how important it was to ensure there was a fire inside the shack at all times, 
as it ensured they would continuously have warm water to be able to prepare food for 
the infant. Thus, this participant’s primary intention was to have a fire at any given 
time, therefore preventing them from resting. 
 
Activities which were taken for granted, like bathing an infant, was particularly very 
difficult in the informal settlement. Mothers described how they collected water in 
buckets, carrying it on their heads. Others pushed buckets filled with water in 
wheelbarrows just to be able to bath or prepare food. 
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The circumstances in the informal settlement regarding sanitation were difficult as 
mothers with preterm infants had a big concern about the hygiene of the toilets and 
how it had the potential to make their preterm infants ill. Combined with the effort in 
having to collect water and washing their hands after visiting the toilet, hygiene 
practices were certainly difficult, adding to the mothers’ feelings of distress. 
 
4.2.1  Conclusion: Identifying the central concept 
 
In identifying the themes as discussed, the researcher identified that the mothers 
experienced intrapersonal responses, interpersonal responses, combined with facing 
multiple physical challenges in their poor living environment. It is clear that the mothers 
of these preterm infants experienced hopelessness, as they felt disempowered in 
caring for their preterm infants inside the informal settlement. Mothers’ ability to care 
for their preterm infants while living in challenging circumstances can be enhanced by 
facilitating their empowerment by means of a model for nurses working in an informal 
settlement clinic. The mothers’ challenging circumstances cannot be solved but their 
ability to care for their preterm infants inside an informal settlement could be enhanced 
by means of this model. 
 
In Figure 4.1, the identification of the central concepts is demonstrated: 
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ability to care for their preterm infants inside an informal settlement could be enhanced 
by means of this odel. 
 
In Figure 4.1, the identification of the central concepts is demonstrated: 
 
Figure 4.1: Identifying central concepts 
 
The central concepts were identified from the analysis of the interview data and were 
identified as ‘facilitating empowerment’ of mothers caring for their preterm infants while 
living in an informal settlement. Defining the central concepts, namely ‘facilitation’ and 
‘empowerment’, will be discussed in the following section. 
 
 
Therefore, it is necessary to facilitate the mothers' empowerment in caring for their 
preterm infants whilst living in the informal settlement. 
Thus, the whole person was affected in caring for their preterm infants. The mothers 
experienced being disempowered in caring for their preterm infants whilst living in the 
informal settlement
Results from the field study: The mothers experienced the following responses in 
caring for their preterm infants in the informal settlement: 
Intrapersonal responses Interpersonal responses Physical challenges in poor living conditions
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4.3  DEFINING THE CENTRAL CONCEPTS 
 
The two central concepts will be defined separately by means of identifying essential 
and related criteria from dictionary and subject definitions. Thereafter, the identified 
essential criteria will be refined through a description of a model case. In this 
discussion, essential criteria will be bolded and related criteria will be underlined.  
 
4.3.1 Defining ‘facilitation’ 
 
4.3.1.1  Dictionary definitions of ‘facilitation’ 
 
The word ‘facilitation’ is defined by Oxford University Press (2018:np) as hastening, 
speeding up, quickening, stepping up, advancement, furthering, furtherance, 
forwarding, promotion, boosting, boost, stimulation, spur, aid, assistance, easing, 
simplification, expedition, precipitation. The Oxford South African Pocket Dictionary 
(Soanes, 2013:316) defines ‘facilitate’ as to make easy or easier. The Blackwell’s 
Nursing Dictionary (Freshwater & Maslin-Prothero, 2014:224) defines ‘facilitation’ as 
an act of increasing the ease with which an action is carried out (Knox & Brach, 
2015:M6-5).  
 
According to Dictionary.com (2018:np), ‘facilitate’ means to aid a person, to assist, to 
benefit, to support and lend a helping hand. The Free Dictionary (2003 – 2018) defines 
‘facilitation’ as an act of assisting or making easier, the progress or improvement of 
something. According to Merriam-Webster Dictionary (Merriam-Webster, Inc, 
2018:np), ‘facilitation’ is defined as to make easier, help bring about, to help with 
growth, to loosen up, to make smooth. It is the act of paving the way for someone.  
 
4.3.1.2  Subject definitions of ‘facilitation’ 
 
Facilitation is derived and stems from middle French ‘facile’ and the Latin facilis, which 
means ‘easy to do’; from facere which means ‘to do’ or ‘to perform’, implicating ‘to 
make easy’. It is a process through which a person makes something easier for other 
people to do (Barnhart, 1988:362; Thomas, Paul & Cadle, 2012:190). Related 
concepts like ‘facilitate’, ‘facilitation’ and ‘facilitator’ will be studied in order to improve 
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the subject definition of this concept. For the purpose of defining the central concepts, 
the researcher explored various literature to determine the professional disciplines 
which utilise the concept ‘facilitation’. It was clear that each discipline interprets the 
concept ‘facilitation’ differently (Burrows, 1997:396; Harvey, Loftus-Hills, Rycroft-
Malone, Titchen, Kitson, McCormack & Seers, 2002:585). Various subject fields where 
‘facilitation’ is used, were identified by Burrows (1997:397), namely occupational, 
social, educational, psychological and physiological. These subject fields were 
extended by Simmons (2004:40), to include professional development, research, and 
clinical practice. Each category applied the strategies and objectives of ‘facilitation’ 
differently (Hogan, 2002:10-14).  
 
The role of the facilitator is critical during the facilitation process (Berta, Cranley, 
Dearing, Dogherty, Squires & Estabrooks, 2015:6). The facilitator assists, rather than 
prescribes to, others how to implement change in order to achieve the objectives 
agreed upon (Dogherty, Harrison, Baker & Graham, 2012:2; Harvey et al., 2002:577-
579). Armson, Kinzie, Hawes, Roder, Wakefield and Elmslie (2007:1479-1484) and 
Berta et al. (2015:6) suggest that the facilitator inspires others to reflect on their current 
activities in order to identify gaps and ways of addressing these.  
 
Furthermore, the role of the facilitator is to aid reflection on current activities and to 
help participants decide what to do to improve results. The facilitator provides 
continuous support relevant to participants’ local needs and circumstances, through 
activities which include suggestions of new ideas to enhance change. These new 
ideas should be centred on the identified need for improvement (Armson et al., 
2007:1479-1484; Berta et al., 2015:6). The facilitator establishes effective 
communication methods and influences the local climate and promotes a culture of 
change (Berta et al., 2015:6; Chummun & Tiran, 2008:328; Gurzick & Kesten, 
2010:42-48). In summarising these recommendations, Siegel (2010:74) states that the 
facilitator’s role is to enable development by actively and consciously involving the 
whole person.  
 
Berta et al. (2015:1) confirm that facilitation is both a role (the facilitator) as well as a 
process (facilitation). The Theory for Health Promotion in Nursing (University of 
Johannesburg, 2017:7) defines ‘facilitation’ as a dynamic, interactive process to 
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promote health through the creation of constructive environments and 
mobilisation of resources, as well as identifying and overcoming obstacles in health 
promotion. Additionally, facilitation is described as a measure of bridging the gap 
between theory and practice; moving from one point to the next (Dogherty, Harrison & 
Graham, 2010:77-80).  
 
To echo the move from one point to the next, Harvey and Kitson (2015:13, 70-71) 
confirm that facilitation consists of supporting individuals to change practice, extending 
from separate task-focused activities to an entire process of enablement. Dogherty et 
al. (2010:77-80) confirm that facilitation is viewed as a method for assisting quality 
improvement, with the objective to improve the end result.  
 
Facilitation has various benefits (Havengal & Edmonstone, 2017:10-14; Heron, 
1999:6-16, 184-192, 200-202, 249-273, 297-306) and a directive dimension which 
points out what needs to be done, thus, it has a planning phase. This phase includes 
setting general goals and objectives for the individual(s), and the facilitator receives or 
delegates tasks and responsibilities to the participants (Havengal & Edmonstone, 
2017:10-14). Facilitation has an interpretive phase, which means that information is 
shared and interpreted. Therefore, this meaning-making phase is the cognitive part 
which relates to the understanding of concepts, experiences and actions of the 
participants (Dogherty et al., 2010:77-87).  
 
The confronting dimension of facilitation ads to the benefits; it refers to the component 
where direct feedback is given. During this challenging part of facilitation, awareness 
about participant resistance or avoidance is shared and addressed. However, this 
critical evaluation phase is done in a supportive manner to create a safe environment 
for reflection and evaluation.  
 
Facilitation has an affective aspect. The facilitator can create an environment in which 
individuals can give consent to release their emotions. This dimension allows the 
individual(s) to feel safe in sharing emotions within their internal and external 
environment (Berta et al., 2015:7; Dogherty et al., 2010:80; Havengal et al., 2017:10-
14). Another benefit of facilitation is that it enables learning to take place through self-
awareness. This dimension allows the facilitator to help the participant interact and 
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experience learning. Facilitation has an additional benefit of creating a supportive 
environment which approves, strengthens and upholds the participants (Berta et al., 
2015:8; Havengal et al., 2017:10-14).  
 
Burrows (1997:400-401) agrees that the following components form part of the 
benefits of facilitation: Facilitation aids in the development of an open learning 
environment for integration and recognition of the participants’ dignity and 
distinctiveness. The environment provides an area of sincerity and self-disclosure to 
permit a process of development. During facilitation, a relationship of trust between 
the facilitator and participants will develop. This relationship of trust allows a 
relationship of assistance, as learning takes place as a shared process, where the 
facilitator becomes a co-learner, and the participants become part of identifying the 
goal. This occurs through the discovery of the self towards self-realisation. Facilitation 
assists in a dynamic, goal-orientated process and inspires the participants to be at 
ease to challenge themselves to learn. This process enables and assists growth, 
which boosts substantial learning and promotes self-direction. 
 
Facilitation should be perceived as a continuum from complex activities or involvement 
to minimal and more basic activities or involvement (Dogherty et al., 2010:80; Harvey 
et al., 2002:581-586). The level of facilitation relies on the participants, their 
environment, knowledge, attitude and resources where facilitation occurs.  
 
Facilitation can take place in an environment which is receptive and allows for dialogue 
between the facilitator and individual(s) to empower them. This aids in the assistance 
and engagement of all parties involved in the facilitation process (Burrows, 1997:396-
404).  
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4.3.1.3  Definition of facilitation 
 
Table 4.1: Essential and related criteria of ‘facilitation’ 
Essential Criteria Related Criteria 
Making easier  Inspiring others 
 Continuous support 
Dynamic interactive process  To achieve the objectives agreed 
upon 
 Establishing effective 
communication methods 
Creating constructive environment  Identify gaps 
 Influence local climate 
Mobilising resources  Assists quality improvement 
 Improve the end result 
 
4.3.2  Definition of the concept ‘facilitation’ 
 
Facilitation is a dynamic interactive process between the nurse working in an 
informal settlement clinic and the mother with a preterm infant, making it easier for 
the mothers to create a constructive environment through the mobilisation of 
resources.  
 
4.3.3  Defining ‘empowerment’ 
 
4.3.3.1  Dictionary definition of ‘empowerment’ 
 
The word ‘empowerment’ is defined by Oxford University Press (2018:np) as the 
authority or power given to someone to do something. It is further defined as the 
process of becoming stronger and more confident, especially in controlling one's life 
and claiming one's rights. The Cambridge Dictionary (Cambridge University Press, 
2018:np) defines ‘empowerment’ as the process of gaining freedom and power to do 
what you want or to control what happens to you. Collins (2018:np) defines 
‘empowerment’ of a person or group of people as the process of giving them power 
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and status in a particular situation. It continues to define ‘empowerment’ as a process 
of enabling, equipping and emancipation.  
 
According to Dictionary.com (2018:np), ‘empowerment’ is defined as an action which 
gives power or authority to someone; to authorise, especially by legal or official 
means. It is also defined as an action to enable or permit someone to do something. 
The Free Dictionary (2003–2018) defines ‘empowerment’ as an action which invests 
with power, especially legal power or official authority, to equip or supply someone 
with an ability; to enable a person. As per the Merriam-Webster Dictionary (Merriam-
Webster, Inc, 2018:np), ‘empowerment’ is an action in which the power, right, or 
authority to perform various acts or duties are granted. ‘Empowerment’ is the state of 
having power, right, or authority to do something. 
 
4.3.3.2  Subject definition of ‘empowerment’ 
 
The word ‘empowerment’ is of French and Latin origin, as per Lincoln, Travers, Ackers 
and Wilkinson (2002:272). The derivation consists of the preposition ‘em’ and the noun 
‘power’. ‘Em’ possibly derives from the Old French for ‘en’. They were interchangeable 
at a time, meaning ‘in’. Yet, the Latin source of ‘em’ is more complicated: ‘Em’ and ‘en’ 
held the same definition of to ‘look’ or ‘come’. Therefore, ‘empowerment’ in its very 
basic form refers to an act of power into something or someone (Lincoln et al., 
2002:272; Spencer, 2014:22).  
 
‘Empowerment’ means having the ability to act in such a way to ensure a person’s 
welfare or rights in order to participate in decision-making. It refers to the principle of 
guiding research on and social interventions among the poor and marginalised 
populations (Calves, 2009:735). According to Calves (2009:735-737) and Simon 
(1994:22-30), the term ‘empowerment’ has been liberally used since the late 1970s. 
The word has been freely applied by academics and support employees in the English-
speaking world, including social services, social psychology, public health, adult 
literacy and community development (Bett, Krieger, Kuhlman, Sieman & Steel, 
2009:71-73). Today, the word is even more fashionable and used in the political and 
business world.  
 
 128 
Even though the concept ‘empowerment’ exists in many fields, Calves (2009:735-737) 
and The World Bank (2001:39, 112) published statements that ‘empowerment’ means 
to improve the ability of poor people to influence the state institutions to strengthen 
their participation in political processes and local decision-making.  
 
It is therefore evident that two schools of thought exist regarding the concept of 
‘empowerment’: the first works are dedicated to measuring empowerment (Narayan-
Parker, 2005:70-80, 267-272; The World Bank, 2007:6). This concept refers to the 
process of augmenting an individual’s capacity to make goal-orientated decisions and 
to transform those decisions into the anticipated outcomes. The second works are 
dedicated to making the concept of ‘empowerment’ implementable (Calves, 2009:viii; 
Alsop, Bertelsen & Holland, 2006:1, 2; The World Bank, 2007:6, 7). This implies that 
‘empowerment’ describes the ability of the individual to have the capacity both to make 
goal-orientated decisions and to transform those decisions into the desired outcomes. 
 
The World Bank (2007:6, 12) confirms that ‘empowerment’ is the ‘capacity to make 
effective choices’. Three different levels of ‘empowerment’ exist: In the first level, 
participants know that they have options to make choices, depending on their 
geographic, social and economic position. Limiting situations might lead to participants 
having poor or no opportunities to make the desired choice. However, Church and 
Coles (2007:205) and Mandlik (2017:37) elaborate that this level of ‘empowerment’ 
should demonstrate an awareness of self-worth. Some kind of inner transformation 
inside the participant should develop. Participants should reach a point where they 
identify their rights to express themselves and follow their self-worth, by knowing that 
they can make decisions.  
 
The second level of ‘empowerment’ is the level where the participant makes use of 
choice. Thus, the participant may or may not use an existing opportunity to make 
decisions, regardless of their circumstances, culture or tradition (Narayan-Parker, 
2005:228-233). In taking the opportunity to make a decision the participant will move 
into the third level of empowerment, that is, to achieve whatever they decided on. 
Therefore, this is the degree to which participants will realise desired outcomes. An 
empowerment approach cannot assume that outsiders can decide for individuals what 
they need based on objective standards.  
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The concept ‘empowerment’ has various characteristics, as described by Chamberlin 
(1997:45). ‘Empowerment’ contains decision-making power. In the process of 
empowerment, the facilitator will provide a number of quality decisions to develop skills 
in the participants to make decisions to reach their objectives. Participants can 
become independent in their decision-making process if they are given opportunities 
to make decisions about their own life. ‘Empowerment’ gives access to information 
and resources. Therefore, participants can develop an ability to make decisions 
optimally when they are provided with information in order to make informed decisions.  
 
Chamberlin (1997:45) continues to describe the characteristics of ‘empowerment’: 
When participants are empowered, they will experience a variety of options from which 
to make decisions. Therefore, participants must be informed with various information 
and options which will suit their lifestyle, their circumstances and abilities to make their 
own decisions. This will secure ownership of decisions and prescribe actions towards 
reaching their objectives. ‘Empowerment’ provides assertiveness in participants, as 
they develop an ability to clearly state their wishes and stand up for what they believe 
and what they want. This can happen when they are provided with information, have 
a relationship with the facilitator, and is able to identify the needs in their own 
circumstances. Empowerment can occur when the individual displays an element of 
hope wanting to make a difference. A hopeful participant will trust in the possibility of 
future change and improvements. In the absence of hope, participants might 
demonstrate an absence in effort.  
 
‘Empowerment’ allows the participant to think critically. This means that participants 
can be guided to view things differently in order to reclaim their life and their sense of 
ability. Chamberlin (1997:45) states that in the early stages of participation in the 
empowerment process, participants should share their own stories. Sharing, listening 
and identifying similarities can enable the participants to transform their thinking and 
doing. The result of the empowerment process is that participants learn about and are 
able to articulate their feelings and emotions.  
 
Participants found it difficult to express their feelings, thus, in the empowerment 
process individuals will learn to recognise their feelings and express their feelings 
safely. Sharing their experiences and feelings will provide a feeling of belonging. An 
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important element of empowerment is the group dimension. Empowerment cannot 
take place with a single individual, but it occurs in groups. Participants should 
experience feelings of connectedness with other people who experience similar 
circumstances. The facilitator should not be the one making suggestions and forcing 
transformation; empowerment can only occur with participation and sharing by 
participants.  
 
Being ‘empowered’, participants will understand that they have rights. In sharing their 
feelings, identifying their challenges, and determining actions to reach improved 
outcomes, their self-knowledge will be secured. When participants become aware of 
and understand their rights, they develop a sense of power and self-confidence. 
‘Empowerment’ assists the participants to achieve transformation as an individual, 
eventually reaching the community.  
 
Chamberlin (1997:45) confirms that empowerment entails more than just affecting 
participants’ feelings or senses. When participants manage to bring about real change, 
they develop a feeling of achievement and control. The result is that more effective 
transformation occurs.  
 
To conclude, ‘empowerment’ allows participants to learn skills which they describe as 
important. During the empowerment process, facilitators should be cautious not to 
accept that only their own skills are good and acceptable within the circumstances 
where the individuals reside. It is important to provide the participants with information 
and skills, and let them decide if they find the new information and skills important 
enough to learn and execute.  
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4.3.3.3  Definition of ‘empowerment’ 
 
Table 4.2: Essential and related criteria of ‘Empowerment’ 
Essential Criteria Related Criteria 
Giving power   Being able to control their life  
 Providing assertiveness 
Make effective choices  Ownership of decisions 
 Reaching objectives 
Enabling poor and marginalised 
population 
 Claiming their rights 
 Strengthen their participation 
 Awareness of self-worth 
 
4.3.4  Definition of the concept of ‘empowerment’ 
 
Empowerment is giving power to mothers of preterm infants, enabling them as part 
of the poor and marginalised population to make effective choices. 
 
4.3.5  The essential criteria of the identified concepts 
 
The essential criteria for the central concept ‘facilitation of empowerment’ in mothers 
caring for their preterm infants while living in an informal settlement was identified and 
defined, namely facilitation and empowerment. The primary criteria of the identified 
concepts are synthesised in a further attempt to clarify the central concept. All the 
criteria contributing to the conceptualisation of the central concept were identified from 
dictionary and subject definitions (Refer to Table 4.3).  
 
 
 
 
 
 
 
 132 
Table 4.3: Essential criteria for Facilitating Empowerment in Mothers Caring 
for their Preterm Infants while Living in an Informal Settlement 
Concept Essential Criteria Related Criteria 
Facilitation  Making easier  Inspiring others 
 Continuous support 
 Dynamic interactive 
process 
 To achieve the 
objectives agreed upon 
 Establishing effective 
communication 
methods 
 Creating constructive 
environment 
 Identify gaps 
 Influence local climate 
 Mobilising resources  Assists quality 
improvement 
 Improve the end result 
Empowerment  Giving power  Being able to control 
their life 
 Providing assertiveness 
 Make effective choices  Ownership of decisions 
 Reaching objectives 
 Enabling poor and 
marginalised 
population 
 Claiming their rights 
 Strengthen their 
participation 
 Awareness of self-worth 
 
4.3.6  Definition of the central concept 
 
Facilitation of empowerment is a dynamic interactive process between the nurse 
working in the informal settlement clinic and mothers caring for their preterm infants, 
making it easier for the mothers to create a constructive environment through the 
mobilisation of resources. The nurse working in the informal settlement clinic gives 
power to the mothers of preterm infants, enabling them as part of the poor and 
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marginalised population to make effective choices in caring for their preterm 
infants in an informal settlement.  
 
4.4  CONSTRUCTING A MODEL CASE 
 
A model case or typical case refers to the submission of the critical characteristics of 
the central concept in a ‘real-life’ example (Chinn & Kramer, 2015:168; Walker & 
Avant, 2011:163) which assists in clarifying the concept. An example from the 
transcribed interviews with the participants is used to demonstrate a ‘real-life’ situation 
of the central concept. 
 
One of the participants lodged in a public hospital’s kangaroo care unit for a few 
weeks, caring for her preterm infant. During that time, she was taught by the nursing 
staff to implement hygiene practices like handwashing, general care of the infant, 
feeding and keeping the infant warm. Resources like warm water, electricity, and 
safety (physical structure of the hospital) was available at all times. Support was 
available through the nursing staff guiding, teaching and encouraging the mother while 
caring for her preterm infant at all times.  
 
During the research interview, the mother shared her experience in caring for her 
preterm infant while living in a shack: a home with walls and the roof constructed from 
corrugated sheets of iron. The shack did not provide safety as it allowed wind, dust, 
rain and noise to enter the weak walls and roof. The mother did not have warm water, 
nor electricity inside her home, and had to spend a lot of time and effort to get those 
resources in place in order to render basic care to her preterm infant. None of her 
family or friends was able to support her fully in order to care for her preterm infant, as 
they said they ‘do not know’ preterm infants. Her circumstances at home were in stark 
contrast to the resourceful circumstances in the hospital in caring for her preterm 
infant.  
 
The mother shared how she and the preterm infant’s father worked tremendously hard 
to keep their shack warm at all times to maintain the preterm infant’s body 
temperature; she was taught in the hospital that thermoregulation of the preterm infant 
was vital for his survival. She experienced concern for her infant regarding his general 
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care, feeding and hygiene practices. The mother verbalised how scared she was as 
she could not care for her preterm infant in the same manner she did during 
hospitalisation.  
 
She had to rely on the knowledge she gained during hospitalisation to care for her 
preterm infant. However, the problem was that she did not know how to adjust her 
methods of care from the hospital environment to that of the informal settlement. On 
her preterm infant’s discharge from the hospital, she was instructed by the hospital 
nursing staff to visit her local community clinic to monitor her preterm infant’s clinical 
condition. The mother, with her preterm infant (poor and marginalised population) 
visited the community clinic and consulted (dynamic interactive process) with a 
nurse working in the informal settlement clinic, seeking professional input regarding 
the preterm infant’s clinical condition, as well as advice and guidance regarding the 
care of her preterm infant inside the informal settlement.  
 
During the consultation, the nurse working in the informal settlement clinic assessed 
the preterm infant’s physical condition and gathered demographic information. During 
the consultation, the nurse was able to, with the participation of the mother (enables), 
identify needs and solutions (create constructive environment) as well as give 
advice (making it easier) to care for the preterm infant within her particular means 
(mobilise resources). Through the consultation, the nurse helped the mother to 
participate in decision-making and take control (gives power) regarding the care of 
the preterm infant, identifying resources, routines and actions to render the necessary 
care specific to her preterm infant’s needs, reaching the objectives as agreed upon 
(make effective choices). 
 
4.5  CLASSIFICATION OF CONCEPTS 
 
Dickoff et al. (1968:420-423) established a survey list which was used in this study to 
identify and classify the related concepts of the study. The list consists of six items 
namely the agent, recipient, context, procedures, dynamics, terminus, and relationship 
statements, each helping the researcher to clarify the concepts. Every item on the list 
should be utilised by the researcher as another way of looking at the same concept 
(Refer to Figure 4.2 for the Thinking Map). 
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Figure 4.2: Thinking Map 
DYNAMICS: 
 Intrapersonal responses experienced by mothers such as compassion, inner conflict 
expressed in distress, concern for their life partner. 
 Interpersonal responses experienced such as refusal of support of the mothers. 
 Experiences facing multiple challenges within poor living conditions such as: lack of warmth 
in the house, shacks unable to keep out dust, rain and wind, financial challenges, practicing 
hygiene principles 
 
THUS: DISEMPOWERED MOTHERS CARING FOR THEIR PRETERM INFANTS. 
CONTEXT: 
Informal settlement 
 
AGENT: 
Nurse working in the 
informal settlement 
clinic 
OUTCOME: 
Mothers being empowered in caring for their preterm infants in an 
informal settlement. 
RECIPIENT: 
Mothers caring for 
their preterm infants 
whilst living in an 
informal settlement 
PROCEDURE: 
Nurses facilitating empowerment of mothers 
caring for their preterm infants in an informal 
settlement. 
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4.5.1  The agent: Who is responsible for the facilitation of empowerment of 
mothers caring for their preterm infants while living in an informal 
settlement?  
 
The nurses working in the informal settlement clinic, which includes the registered 
professional nurses and midwives, as well as enrolled nurses (SANC, 2014:np; SANC, 
2013:np; SANC, 2005:5, 6), all of whom consult with the mothers caring for their 
preterm infants, are the agents utilising their knowledge, skills, attitudes and values as 
(University of Johannesburg, 2017:7). The nurses working in the informal settlement 
clinic will be responsible for the facilitation of mothers’ caring for their preterm infants 
after discharge from the hospital, inside the informal settlement environment.  
 
The nurses working in an informal settlement clinic, as the facilitators, being 
knowledgeable about the special needs of preterm infants and caring for such an infant 
in the context of an informal settlement, can facilitate the empowerment of the mother 
in caring for her preterm infant at home. This will be done by first establishing effective 
communication methods between the agent and the mothers. Through effective 
communication, the agent can identify gaps which the mothers could experience in 
caring for their preterm infants. The mothers’ input in this interactive process will 
strengthen their participation in being able to control their lives in caring for the infant. 
Participating in identifying gaps in caring for their preterm infants will lead to the 
mothers taking ownership of their decisions, inspiring others – like their family and 
friends – to influence the local climate in caring for the preterm infants.  
 
The nurses working in an informal settlement clinic, through regular consultations with 
the mother, will provide continuous support and assertiveness in the mothers to claim 
their rights in caring for the preterm infants inside the informal settlement. The mothers 
will become aware of their self-worth as the agent ultimately assists in quality 
improvement in the mothers’ care of their preterm infants. Empowering the mothers to 
care for their preterm infants within the informal settlement environment, will improve 
the end result as the objectives as agreed upon, are achieved.  
 
It is clear that the nurses working in an informal settlement clinic, who empower the 
mothers caring for their preterm infants in an informal settlement, require commitment 
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in identifying such mothers’ whole person status. Identifying the mothers’ whole 
person status regarding the care of the preterm infants should result in relevant 
consultation between the facilitators and the mothers to empower them with 
knowledge, skills, attitudes and values to care for their preterm infants at home 
(Gullino et al., 2017:405-406).  
 
According to Bens (2018:23), the characteristics and expectations of the nurses 
working in an informal settlement clinic who will facilitate empowerment involve the 
facilitators being informed about the mothers, the preterm infants and the physical 
circumstances of the informal settlement in which the mothers must render care to 
their preterm infants. The nurses working in an informal settlement clinic should be 
optimistic and unaffected by the mothers’ possible lack of interaction, antipathy, 
shyness or any other negative reactions towards the agents. Rather, the facilitators 
should focus on involving the mothers in the identification of gaps in care of their 
preterm infants and support the mothers and facilitate reaching the objectives as 
agreed upon. The facilitators should be consensual, thus essentially building 
consensus among the mothers, their family and friends, by striving to create objectives 
which reflect the mothers’ ideas equally.  
 
The nurses working in an informal settlement clinic must demonstrate flexible 
behaviour: even though the facilitators should have set objectives for each 
consultation with the mothers, at the same time they should be prepared to change 
direction if it is necessary during the consultation. Therefore, the facilitators should be 
ready with alternative strategies. The facilitators should be understanding and expect 
the mothers to be distrustful in their advice and recommendations, due to their difficult 
living circumstances and them being the primary caregiver of the preterm infants. In 
being alert, the facilitators should pay careful attention to the group dynamics and 
observe at all times how the mothers, their family and or friends who accompany them 
to the clinic, behave and achieve tasks at home.  
 
Furthermore, the nurses working in an informal settlement clinic should be firm by 
being ready to step in and redirect an ineffective process, at the same time being 
unobtrusive. Bens (2018:23) advises that the mothers (recipients) should do most of 
the talking while identifying challenges and finding ways to reach the objectives as 
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agreed upon. The facilitators should give instruction, clarify misunderstanding, keep 
the consultation on track, and summarise the discussion. The purpose of facilitation is 
to establish effective communication methods to make the mothers succeed in caring 
for their preterm infants inside the informal settlement.  
 
4.5.2  The recipient: Who will benefit from the facilitation of empowerment of 
mothers caring for their preterm infants while living in an informal 
settlement?  
 
The mothers caring for their preterm infants are the recipients in this model. The 
‘mothers’ in this context refer to women, 18 years and older, who gave birth to live 
preterm infants. The preterm infants must have been admitted in any public hospitals’ 
NICUs or nurseries for medical care for any given time. The preterm infant must have 
been discharged home into the care of his/her mother (recipient), within the context 
of the informal settlement. At the time of discharge, the infant must still be premature, 
as per the WHO’s definition of prematurity (WHO, 2012:1).  
 
Literature confirms that mothers feel most vulnerable in caring for their preterm infants 
prior to, during, and soon after the discharge of their preterm infants from the hospital 
(Gullino et al., 2017:405-406; Premji et al., 2017:e1123) which was demonstrated by 
the research participants. Mothers have the primary responsibility in caring for the 
preterm infant and therefore experience most stress (Aydon, Hauck, Murdoch, Siu & 
Sharp, 2018:270-273). However, mothers caring for their preterm infants do not live in 
isolation; they are engaged with their family and friends, neighbours and work 
colleagues. Therefore, they should be viewed holistically in relation to their internal as 
well as their external environment.  
 
The mothers will undergo a dynamic interactive process of empowerment with nurses 
working in an informal settlement clinic to care for their preterm infant while living in 
an informal settlement. They will make effective choices with ease, become more 
powerful through knowledge, skills, value and attitude development in order to create 
a constructive environment through the mobilisation of resources.  
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4.5.3  The context: In what context will empowerment of mothers caring for their 
preterm infants, be facilitated? 
 
The context of this model is the informal settlement in which mothers must care for 
their preterm infants, in relation with themselves, their life partners, their family, friends 
and others. The mothers are interactively engaged with their physical, social, spiritual, 
cultural, financial and vocational environment. The mothers caring for their preterm 
infants bring all of these aspects to the facilitation process.  
 
Facilitation by the nurses will take place in an informal settlement clinic, based in or 
close to the informal settlement where the mothers must care for their preterm infants. 
Facilitation should occur in an informal settlement clinic after the discharge of the 
preterm infant, as well as in the community by means of home-visits by the nurses 
working in the informal settlement clinic who can provide continuous support to such 
mothers.  
 
4.5.4  The procedure: The facilitation of empowerment of mothers caring for 
their preterm infants in an informal settlement? 
 
The procedure will entail the facilitation of empowerment of mothers caring for their 
preterm infants in an informal settlement by nurses working in an informal settlement 
clinic. These nurses need to be well prepared and well-acquainted with the facilitation 
process. A relationship of openness and trust between the nurses working in the 
informal settlement clinic, and the mothers caring for their preterm infants, is important 
and occur during the dynamic interactive process.  
 
The objective of the facilitation process by the nurses working in the informal 
settlement clinic is to make it easier for the mothers to create a constructive 
environment through the mobilisation of resources to care for the preterm infants. The 
nurses will give power to the mothers, enabling them to make effective choices to care 
for their preterm infants within the informal settlement to ultimately reach 
empowerment in caring for the infants. Therefore, in the initial phases of the dynamic 
interactive process, the nurses working in the informal settlement clinic will have to 
assess the mothers’ caring of their preterm infants’ physical environment, 
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demographic set-up and support structure. The motivation is for the nurses working in 
the informal settlement clinic to determine the mothers’ intrapersonal and 
interpersonal responses, as well as their specific physical circumstances in caring for 
the preterm infants.  
 
In assessing the above, the nurses working in the informal settlement clinic can, in 
collaboration with the mothers, as well as their family and friends who accompany 
them to the consultation, identify the preterm infants’ special needs, and identify ways 
to care for their preterm infants, therefore creating a constructive environment. By 
encouraging the mothers in the identification of the preterm infants’ needs, the nurses 
make it easier for the mothers to mobilise resources within their own context to care 
for the infants.  
 
The nurses working in the informal settlement clinic give the mothers power through 
engagement, knowledge and participation to make effective choices in caring for their 
preterm infants within her own means. This implies that theses nurse will play a vital 
role in facilitating the empowerment of the mothers caring for their preterm infants at 
home. Life partners, family members and or friends who are involved with the mothers 
caring of their preterm infants, will automatically become empowered with knowledge, 
skills and attitude regarding the care of the preterm infants, with the result that the 
mothers will be supported to care for their preterm infants within the informal 
settlement.  
 
Some mothers confirmed that they do not always have available finances to travel to 
the community clinic for follow-up consultations of their preterm infants. Therefore, the 
nurses working in informal settlement clinics can do regular home-visits to assess and 
identify needs and provide continuous support to these mothers. Hence, these nurses 
must facilitate the mothers’ empowerment by focusing on their intrapersonal 
responses, especially where compassion towards the preterm infant, distress about 
the preterm infant, and concern towards her life partner in caring for the preterm infant, 
exist.  
 
The nurses working in an informal settlement clinic can facilitate the mothers’ 
empowerment related to their compassion by recognising and supporting their 
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compassion towards their preterm infants. Compassion is a positive response which 
elicits a feeling of care and bonding. It is important to understand that compassion 
could result in distress, as demonstrated and verbalised by the mothers, due to not 
knowing how to manage the preterm infants’ particular small size. The nurses working 
in an informal settlement clinic can facilitate empowerment by teaching the mothers 
why the preterm infants are so small, and methods to handle the preterm infants, like 
swaddling and kangaroo care, feeding and bathing.  
 
Further, with regards to the mothers’ intrapersonal responses demonstrated through 
concern for their significant others in caring for the preterm infants, the nurses working 
in an informal settlement clinic can facilitate empowerment by including the mothers’ 
significant others. They can provide them with methods to care for the preterm infant, 
and also teach the mothers that it is acceptable for their significant others to be part of 
caring for the preterm infant. Unfortunately, some mothers’ significant others are 
unwilling to support preterm infants’ care. In such situations, the nurses working in an 
informal settlement clinic can facilitate empowerment by teaching the recipient to 
request and accept support from other family members and friends, or any other 
individuals in the community who would be willing to support the mothers in caring for 
their preterm infants.  
 
Mothers also experienced interpersonal responses from their life partners, family 
members and close friends, as well other people like neighbours and employers who 
either supported or refused to support, the mothers in caring for their preterm infants 
in the informal settlement. The nurses working in an informal settlement clinic must be 
willing to facilitate the mothers’ empowerment focusing on her and her support 
network, like life partners, family members and close friends, as well as other people 
who could be involved in supporting them in caring for their preterm infants. As 
characterised in informal settlement clinics, communities should also be taught about 
caring for preterm infants through group health education in the community (South 
Africa Year Book, 2012/13:321) or in the clinic by the nurses working there. 
 
Lastly, mothers experienced multiple challenges within their poor living conditions. 
They experienced challenges within the physical environment like controlling the 
temperature within their homes, and keeping dust, smoke, rain and wind out of the 
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house. They experienced financial challenges as well as difficulty in practising hygiene 
in caring for their preterm infants. The nurses working in an informal settlement clinic 
should be willing to facilitate empowerment by teaching mothers and their community 
to manage the home environment in such a way to minimise the physical challenges 
ahead of taking the preterm infant home from the hospital. The mothers can be taught 
practical ways of improving the physical challenges within the home care environment, 
within their means. They can also be taught practical ways to exercise hygiene in 
caring for their preterm infants.  
 
The facilitation of empowerment of mothers caring for their preterm infants in an 
informal settlement during the termination phase will entail assessing the mothers’ 
empowerment (Richardson, 2018:540-544). This process will include both the nurses 
working in the informal settlement clinic and the mothers, to discuss the mothers’ 
perceptions of being empowered, and comparing their stories in caring for their 
preterm infant, with baseline stories shared during the first consultation in the 
relationship phase (Kourkouta & Papathanasiou, 2014:65-67; Salehe & Njine, 
2016:10-15). Should the mother be found to be empowered to care for her preterm 
infant in an informal settlement, the nurse will terminate the facilitation process by 
saying ‘goodbye’ to the mother.  
 
4.5.5  The dynamics: What is the motivation for the facilitation of empowerment 
in mothers caring for their preterm infants in the informal settlement? 
 
Research data revealed that the mothers caring for their preterm infants while living in 
an informal settlement experienced intrapersonal responses, interpersonal responses, 
as well as multiple physical challenges in caring for their preterm infants while living in 
an informal settlement. The results demonstrated that the mothers experienced 
disempowerment in caring for their preterm infants.  
 
In particular, mothers experienced intrapersonal responses in caring for their preterm 
infants at home, while living in the informal settlement. Their intrapersonal responses 
were demonstrated through compassion towards their preterm infants. Sometimes, 
the compassion developed into distress in having to care for the preterm infants, as 
compassion caused them to feel sad and worried about their infants’ small size. This 
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resulted in them not knowing how to care for their preterm infants, expressing that they 
do not understand preterm infants, and even feeling stressed for not knowing how to 
care for their preterm infants. The mothers experienced feelings of concern for their 
significant others in having to care for their preterm infant, as their significant others 
either had to work hard at home to prepare the environment, as well as working hard 
at their place of employment, or separation occurred between the parents of the 
preterm infant to ensure improved care of the infant away from the informal settlement.  
 
4.5.6  The terminus: What is the end result of facilitating empowerment in 
mothers caring for their preterm infants while living in an informal 
settlement? 
 
The terminus occurs when the outcome has been reached. The mother is empowered 
to care for her preterm infant within an informal settlement.  
 
4.5.7  Relationship statements 
 
 Facilitation of empowerment of mothers caring for their preterm infants in an 
informal settlement is a dynamic interactive process between the nurses working in 
the informal settlement clinic and the mothers. 
 
 The nurses working in the informal settlement clinic make it easier for the mothers 
caring for their preterm infants to create a constructive environment through the 
mobilisation of resources.  
 
 The nurses working in the informal settlement clinic give power to the mothers 
caring for their preterm infants, enabling them as part of the poor and marginalised 
population, to make effective choices in caring for their preterm infants. 
 
4.6  SUMMARY 
 
In this chapter, the central concept was identified as the ‘facilitation of empowerment’ 
of mothers caring for their preterm infants while living in an informal settlement. The 
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central concept was defined and the essential and related criteria were identified. A 
schematic presentation showing the flow and relationships between the essential and 
related elements of the central concept was given as a guide for further development 
of the model. As a result, concepts were classified and relationship statements 
between the concepts were described.  
 
In Chapter 5 the researcher will discuss the model for nurses working in the informal 
settlement clinic as a guide for them to facilitate mothers’ empowerment in caring for 
their preterm infants while living in an informal settlement. The model was developed 
by means of the concepts derived from the research data. 
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CHAPTER 5 
A MODEL TO FACILITATE THE EMPOWERMENT OF MOTHERS 
CARING FOR THEIR PRETERM INFANTS IN AN INFORMAL 
SETTLEMENT AND GUIDELINES TO IMPLEMENT THE MODEL 
 
5.1  INTRODUCTION 
 
In Chapter 4, the identification, definition and classification of concepts of the 
developed framework of reference, were described. In this chapter, the relationship 
statements, structure and process of the model will be discussed. Guidelines for 
implementation of the model will also be presented. 
 
The aim of the model is to guide nurses working in the informal settlement clinic to 
facilitate mothers’ empowerment in caring for their preterm infants while living in an 
informal settlement. The model was developed by means of the concepts derived from 
the research data. The researcher’s approach was that of Chinn and Kramer 
(2015:165-171). 
 
The description of the model will be grounded on the following:  
 
 Overview of the model 
 Purpose of the model 
 Context of the model 
 Assumptions of the model 
 Definitions of central and related concepts 
 Relationship statements 
 Structural description of the model 
 Process description of the model 
 Guidelines of the model 
 Evaluation of the model 
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5.2  OVERVIEW OF THE MODEL  
 
The overview of the model will be described referring to the visual representation of 
the model in Figure 5.1. The model demonstrates the disempowered mothers caring 
for their preterm infants while living in an informal settlement, developing into a position 
of being empowered to care for their preterm infants. The mothers caring for their 
preterm infants within an informal settlement are viewed holistically and in interaction 
with their environment.  
 
Nurses working in the informal settlement clinic will facilitate empowerment in the 
mothers, moving through three phases, namely the relationship phase, working phase, 
and termination phase. Yet, the relationship phase will include an initial consultation 
which will take place between the nurse working in the informal settlement clinic, and 
the mother caring for her preterm infant in an informal settlement. 
 
The model begins with the relationship phase which includes the initial consultation 
taking place between the nurses working in the informal settlement clinic and the 
mothers caring for their preterm infants. In the situation where both the nurse and 
mother are interested in investing in dynamic interaction, the process of facilitation will 
commence and develop further in the relationship phase. In the relationship phase, 
the mothers caring for their preterm infants in an informal settlement will visit the clinic 
which serves the particular informal settlement, and consult with the nurses working 
in that clinic.  
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Figure 5.1: Model to Facilitate Empowerment of Mothers caring for their 
Preterm Infants in an Informal Settlement 
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At the time of visiting the clinic, the mothers would have experienced intra- and 
interpersonal responses as well as a multitude of physical challenges in caring for their 
preterm infants. Having experienced those responses and challenges would compel 
them to approach the nurses in the informal settlement clinic regarding follow-up of 
their preterm infants. During the relationship phase, the nurses working in the informal 
settlement clinic will help the mothers to identify needs in caring for the preterm infants 
within their current circumstances, with the result that the nurses will make it easier for 
the mothers to care for their preterm infants. The nurses will also explore the mothers’ 
responses in caring for their infants being premature while living in challenging 
circumstances.  
 
Identifying the mothers’ responses and challenges, as well as their needs in caring for 
the preterm infants inside the informal settlement, will progress into the identification 
of resources to support their responses in caring for their infants. By involving the 
mothers in the identification process of their own challenges, needs and possible 
solutions in caring for their preterm infants, the nurses will lead the mothers to create 
a constructive environment. This will result in the mothers mobilising resources to care 
for their preterm infant in the informal settlement. Once the relationship phase reaches 
the stage where the mother displays the ability to identify and mobilise resources to 
care for the preterm infant, the nurse and mother will reach the working phase.  
 
During the working phase, the nurses working in the informal settlement clinic and the 
mothers caring for their preterm infants will have stronger relationships of trust. The 
nurses will proceed to give the mothers power, enabling them and their preterm 
infants, being part of the poor and marginalised population, to make effective choices 
to care for their preterm infants inside an informal settlement. The working phase will 
continue until the mothers demonstrate moving towards empowerment in caring for 
their preterm infants in an informal settlement. The working phase will advance into 
the termination phase. 
 
The termination phase will be reached when nurses working in the informal settlement 
clinic assess and find the mothers to be empowered in caring for their preterm infants 
while living in an informal settlement. Additionally, in this phase, the nurses will aim to 
terminate the dynamic interactive relationship which developed between themselves 
 149 
and the mothers caring for their preterm infants. Collectively, the mothers will similarly 
strive to continue caring for their preterm infants in an informal settlement with their 
newly acquired knowledge, skills and attitudes during the process of empowerment.  
 
It is important to note that the dynamic interactive process between the nurses and 
the mothers can re-commence at any time. This can occur when the nurses either 
identify a problem with the mothers caring for their preterm infants, specifically within 
the context of an informal settlement, or when the mothers approach the nurses in 
identifying a need to consult with them. Therefore, the process of facilitation of 
empowerment will be an ongoing practice whenever the need arises to ensure 
continuity of empowerment in the mothers caring for their preterm infants.  
 
During the termination phase, the mothers caring for their preterm infants in an 
informal settlement should be in a situation where they can plan independently to 
ensure that their internal and external resources are in place in caring for the preterm 
infants. The nurses working in the informal settlement clinic will cut back on 
contributing to the mothers’ empowerment so that they can function without the nurses 
in caring for their preterm infants. The mothers who demonstrate independent 
decision-making in caring for their preterm infants in an informal settlement will 
validate that the outcome has been reached: thus, being empowered to care for their 
preterm infants in an informal settlement.  
 
5.3  PURPOSE OF THE MODEL 
 
The purpose of the model is to provide a framework of reference for nurses working 
in an informal settlement clinic, consulting with mothers to facilitate empowerment in 
caring for their preterm infants while living in an informal settlement.  
 
5.4  CONTEXT OF THE MODEL 
 
The context of this study is an informal settlement where mothers live with and care 
for their preterm infants.  
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5.5  ASSUMPTIONS OF THE MODEL 
 
The assumptions of this model are based on the Theory for Health Promotion in 
Nursing (University of Johannesburg, 2017:2-16). The assumptions which inspired this 
model are indicated in the following statements:  
 
 Mothers caring for their preterm infants while living in an informal settlement are 
viewed holistically and in interaction with their environment.  
 The environment consists of the mothers’ internal and external environments.  
 The internal environment involves their body, mind and spirit dimensions. The 
external environment entails their physical, social and spiritual dimensions 
(University of Johannesburg, 2017:4).  
 In the internal environment, the body contains all the anatomical structures and 
physiological processes concerning the mothers and their preterm infants. The 
mind includes all the psychological functions and behaviours of the mothers. It also 
includes the emotional awareness of the mothers’ own behaviours and thoughts. 
The spirit refers to that part of the mothers reflecting their relationship with God, and 
or their own reference of a higher being, and the values and norms in which they 
believe.  
 The external environment of the mothers caring for their preterm infants is one 
which includes all other persons, family and community (University of 
Johannesburg, 2017:5). 
 In the external environment, the physical environment refers to the physical and 
chemical agents/structures in the external environment of the mothers and their 
community. In the context of this study, the physical environment is an informal 
settlement in which mothers live and care for their preterm infants. The social 
dimension talks about the various human resources in the informal settlement of 
the mothers and their community. The spiritual environment of the mothers caring 
for their preterm infants while living in an informal settlement refers to their values, 
cultural and religious practices in their families and community.  
 Interaction refers to mutual, purposeful engagement between the nurse working in 
the informal settlement clinic, and the mothers caring for their preterm infants in the 
informal settlement. In this regard, interaction refers to the scientific, continuous 
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assessment, diagnosis, planning, implementation and evaluation by the nurse, of 
the mother and her preterm infant, in order to promote their health. This is when the 
nurses and the mothers will gain awareness of their challenges in caring for their 
preterm infants inside an informal settlement. 
 The nurses working in the informal settlement clinic facilitate empowerment in the 
mothers caring for their preterm infants through a dynamic and interactive process 
inside an informal settlement context. In the facilitation of empowerment, the nurses 
working in informal settlement clinic will utilise the Theory for Health Promotion in 
Nursing (University of Johannesburg, 2017:4) and the constructivist theory (Polit & 
Beck, 2017:10). The relationship is a professional, mutually defined, co-operated 
and goal-orientated relationship with the objective to create a positive environment 
and mobilise resources, as well as recognising and associating challenges in the 
promotion of health (Kneisl & Trigoboff, 2013:46). 
 Nurses working in the informal settlement clinic facilitate the empowerment of 
mothers of preterm infants by using her-/himself in an interactive and thoughtful 
manner, using skills, knowledge and values (University of Johannesburg, 2017:4) 
to make it easier for the mothers to care for their preterm infants. They do this by 
creating a constructive environment within an informal settlement, through the 
mobilisation of resources. 
 Nurses working in the informal settlement clinic will give power to the mothers, 
enabling them as part of the poor and marginalised population, to make effective 
choices to care for their preterm infants inside an informal settlement.  
 The nurses working in the informal settlement clinic will be thoughtful, therapeutic 
professionals representing facilitative knowledge, skills, attitudes and values in the 
promotion of health of the mothers and their preterm infants (University of 
Johannesburg, 2017:7). 
 The dynamic interactive process will be terminated once the nurses working in the 
informal settlement clinic assess and find the mothers to be empowered in caring 
for their preterm infants.  
 The relationship between the nurses working in the informal settlement clinic and 
the mothers caring for their preterm infants is important in achieving facilitated 
empowerment, which will ultimately result in empowered mothers caring for their 
preterm infants inside an informal settlement.  
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From these assumptions, nurses working in the informal settlement clinic will facilitate 
the empowerment of the mothers caring for their preterm infants while living in an 
informal settlement. Both the nurses and the mothers caring for their preterm infants 
will engage in a collaborative manner in an interactive relationship to achieve 
facilitated empowerment.  
 
5.6  THEORETICAL DEFINITION OF ESSENTIAL AND RELATED CONCEPTS 
OF THE MODEL 
 
The essential and related concepts are discussed in the following sections.  
 
5.6.1  Definition of the central concept: ‘facilitation of empowerment’ 
 
The central concept ‘facilitation of empowerment’ was defined in Chapter 4 as follows:  
 
Facilitation of empowerment is a dynamic interactive process between the nurses 
working in the informal settlement clinic and mothers caring for their preterm infants 
making it easier for the mothers to create a constructive environment through the 
mobilisation of resources. Nurses working in the informal settlement clinic gives 
power to the mothers of preterm infants enabling them, as part of the poor and 
marginalised population, to make effective choices in caring for their preterm 
infants.  
 
5.6.1.1  Definitions of essential and related concepts 
 
The following definitions will be described and contextualised. These definitions were 
derived from the literature which was discussed in the previous chapter. 
 
a) Facilitation 
 
Facilitation in this model plays an important role in endorsing a dynamic interactive 
process between nurses working in the informal settlement clinic and the mothers 
caring for their preterm infants, making it easier for them to create a constructive 
environment through the mobilisation of resources.  
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i) Dynamic interactive process: refers to achieving the objectives agreed upon 
between the nurses working in the informal settlement clinic and mothers caring 
for their preterm infants, by establishing effective communication methods.  
ii) Making easier: refers to the nurses working in the informal settlement clinic 
inspiring the mothers caring for their preterm infants, and providing continuous 
support for the mothers to care for their preterm infants inside the informal 
settlement. 
iii) Creating a constructive environment: refers to the nurses working in the informal 
settlement clinic who support mothers to identify gaps in their care of their 
preterm infants, with the result to influence the local climate to optimally care for 
the preterm infants inside the informal settlement.  
iv) Mobilising resources: refers to the nurses working in the informal settlement clinic 
who assist in quality improvement of the mothers’ care of their preterm infants, 
to improve the end result, namely their preterm infants’ health inside an informal 
settlement. 
 
b)  Empowerment 
 
In this model, empowerment by the nurses working in the informal settlement clinic is 
a process of giving power to the mothers caring for their preterm infants, enabling 
them, as part of the poor and marginalised population, to make effective choices 
to care for their preterm infants inside an informal settlement. 
 
i) Giving power: refers to mothers caring for their preterm infants being able to 
control their life, and providing assertiveness to care for the preterm infant within 
an informal settlement. 
ii) Make effective choices: refers to mothers caring for their preterm infants taking 
ownership of their decisions with the result of reaching their objectives of caring 
for the preterm infants within an informal settlement. 
iii) Enabling poor and marginalised population: refers to mothers caring for their 
preterm infants claiming their rights, strengthening their participation and raising 
their awareness of self-worth in caring for their preterm infants in the informal 
settlement. 
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5.7  RELATIONSHIP STATEMENTS 
 
Based on the presented definitions, the following relationship statements are 
recommended:  
 
 Facilitation of empowerment of mothers caring for their preterm infants in an 
informal settlement is a dynamic interactive process between nurses working in the 
informal settlement clinic and the mothers. 
 
 The nurses working in the informal settlement clinic make it easier for mothers 
caring for their preterm infants to create a constructive environment through the 
mobilisation of resources.  
 
 Nurses working in the informal settlement clinic give power to the mothers caring 
for their preterm infants, enabling them as part of the poor and marginalised 
population, to make effective choices in caring for their preterm infants inside an 
informal settlement. 
 
5.8  STRUCTURAL DESCRIPTION OF MODEL 
 
The model is demonstrated in Figure 5.1. This model is described in detail in terms of 
its structure according to Chinn and Kramer (2011:185; 2018:186). The description of 
the structure of this model comprises a description of the structural format, the 
meaning of the format and the colours used in each part. 
 
The structure of this model is described in terms of the context of the model, the 
mothers caring for their preterm infants while living in an informal settlement, the 
nurses working in the informal settlement clinic, facilitation of empowerment, the 
process of facilitation of empowerment, development of empowerment of the mothers 
caring for their preterm infants, informal settlement clinic nurses’ involvement, and the 
outcome of the process.  
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The model structure is enhanced by using various colours. The meaning of colours, 
as detailed by Sargent (1964:52), demonstrates the effect of colour on understanding. 
Cerrato (2012:4) and Yu (2014:64) confirm that colour has a physiological and 
psychological response on individuals. Various colours were used in this model to add 
to the essence of the process of facilitation of empowerment of mothers caring for their 
preterm infants while living in an informal settlement. The colours within the various 
structures in the model are detailed next.  
 
5.8.1 Structural description of the context of the model 
 
The context of the model is shown as a rectangular frame enclosing the model (Figure 
5.2). The frame signifies an informal settlement in which the mothers reside and care 
for their preterm infants.  
 
The frame is dark red in colour as it symbolises the current situation inside the context. 
An informal settlement is a place which holds a lot of energy, mostly negative, as 
displayed in the social problems, danger demonstrated through crime, anger, rage and 
the physical dangers within an informal settlement. Cerrato (2012:4, 5) confirms that 
red is the colour of fire and blood, associated with energy, war and danger. It is an 
emotionally intense colour widely used to indicate danger.  
 
Sargent (1964:52) confirms that red is often used in a negative connotation to 
demonstrate cruelty and wrath, all of which are situations which occur within an 
informal settlement. On the other side, red is also used in referring to positive 
experiences. Cerrato (2012:4, 5) describes that red is a symbol of life, it draws 
attention and calls for action to be taken, just as the mothers have to in caring for their 
preterm infants within an informal settlement. They recognise that they need help and 
reach out to the nurses working in the informal settlement clinic.  
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Figure 5.2: Framework of the Model 
 
5.8.2 Facilitation of empowerment 
 
The facilitation of empowerment is demonstrated as an arrow with a wide base in the 
relationship phase, narrowing through the working phase, moving forward, ending in 
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the termination phase (Refer to Figure 5.3). The horizontal arrow at the base of the 
forward-moving arrow, signifies the dynamic process. The entire horizontal-base and 
forward-moving vertical arrow demonstrates a flowing structure, allowing progress and 
relapse during the process of facilitation.  
 
Figure 5.3: Facilitation of Empowerment  
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5.8.2.1 Relationship phase 
 
Mothers caring for their preterm infants in an informal settlement are instructed on the 
discharge of their preterm infants from the hospital, to take their preterm infants to the 
closest clinic in the informal settlement in which they live, three days after discharge. 
The National Department of Health Road-to-Health booklet (Youedition, 2019:np) also 
reminds the mothers to take their infants to their nearest clinic for regular follow-up 
visits. The moment the mother decides to take her preterm infant to the clinic for the 
first time will be deemed as the initial consultation, not only three days post-discharge 
from the hospital.  
 
The objective of the initial consultation (Refer to Figure 5.4) is for the nurses working 
in the informal settlement clinic to assess the preterm infants’ hemodynamic status, 
their feeding status and weight gain or -loss. The physical status of the preterm infants 
will indicate to the nurses how the mothers manage in caring for their preterm infants 
at home. The mothers would have had a few days post-discharge from the hospital, 
in which they had to care for the preterm infant inside an informal settlement, without 
any support from hospital staff, -environment and -equipment. Therefore, the mothers 
would be at a stage of identifying their own needs and responses in caring for the 
preterm infants within an informal settlement, even with prompting from the nurses 
during the initial consultation. 
 
 
Figure 5.4: Relationship Phase 
 
The initial consultation has the potential to allow both the nurses working in the 
informal settlement clinic and the mothers caring for their preterm infants to decide 
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whether they are willing to start a dynamic interactive process or not. The nurses might 
not want to, or do not identify health needs in the mothers caring for their preterm 
infants while living in an informal settlement. Or, the mothers might initially resist the 
support and advice received from the nurses consulting with them in the informal 
settlement clinic.  
 
As mentioned, the mothers of the preterm infants might at first resist advice from the 
nurses, or find that the health education received from the nurses might not apply 
within their own living environment. The ideal will be that such mothers will re-visit the 
informal settlement clinic at a later stage when it suits them and consult with nurses 
who are willing to engage in a dynamic interactive process with the mother.  
 
The horizontal arrow moving inwards between the nurse and mother illustrates the 
ongoing dynamic interactive process which begins during the initial consultation, and 
continues to manifest as a relationship between the nurses working in the informal 
settlement clinic and the mothers caring for their preterm infants within an informal 
settlement. This horizontal arrow is dark pink in colour. The colour symbolises the 
action of caring and compassion displayed by the mothers in caring for their preterm 
infants, who initiate a dynamic interaction in collaboration with the nurses working in 
the informal settlement clinic. Pink is the colour of caring, compassion and love; it 
symbolises giving and receiving care. It demonstrates femaleness and signifies hope 
(Oleson, 2019:np). Dark pink demonstrates caring, a great deal of compassion, and 
love. The horizontal arrow symbolises the dynamic interactive process which contains 
caring and compassionate energy in which the facilitation of the empowerment 
process is initiated.  
 
The dark pink horizontal arrow and the first part of the vertical arrow is situated in the 
relationship phase. During the relationship phase, nurses working in the informal 
settlement clinic have the opportunity to make it easier for the mothers to identify their 
own needs in caring for their preterm infants inside an informal settlement. The 
relationship phase illustrates interaction which originates during the initial contact 
between the nurses and the mothers caring for their preterm infants.  
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The vertical arrow in the relationship phase develops from a wide base, which is based 
in the horizontal arrow as illustrated in the initial consultation, moving forward into the 
next phase. The wide base of the vertical arrow demonstrates the initial distance which 
will exist between the nurses working in the informal settlement clinic and the mothers 
of the preterm infants. Nurses working in the informal settlement clinic will not know 
the mothers, their preterm infants nor their responses in caring for their preterm infants 
at home. Therefore, the nurses will have to explore the mothers’ situations by taking 
a demographic and physical history of the mothers, which forms part of the initial 
assessment.  
 
The wide base of the arrow also signifies the mothers’ initial potential distrust in the 
nurses being able to help them to care for their preterm infants while living inside an 
informal settlement. The mothers are also still in a position of being disempowered in 
caring for their preterm infants. The vertical arrow narrows as it develops forward and 
moves into the next phases as the mothers become more empowered to care for their 
preterm infants as they spend time in dynamic interaction with the nurses. The 
background of the relationship phase is filled with light pink colour, which 
demonstrates caring, light and power, illustrating the phase where the mothers caring 
for their preterm infants approach the nurses working in the informal settlement clinic 
and recognise the nurses as the persons and place to go to for help, care and advice.  
 
The relationship phase is smaller than the subsequent phase (working phase), as it 
illustrates the beginning stages of the dynamic interactive relationship. This phase is 
focused on the facilitator getting to know the recipients better with the result of making 
it easier for the mothers to become empowered in caring for their preterm infants in 
an informal settlement. The small arrows directing backwards on the vertical arrow 
illustrates the ongoing process of facilitation of empowerment. 
 
The change of colours is important to note. The dark pink in the horizontal arrow 
developing into the wide-based vertical arrow moving forward will change into a dark 
orange vertical arrow in the working phase, indicating the initial inviting and caring 
phase developing into a phase of trust, allowing energy to be shared and a willingness 
to work together to bring about change. The light pink colour of the relationship phase 
will change to light orange in the working phase. 
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The nurses, who made it easier for the mothers to identify their needs in caring for 
their preterm infants in an informal settlement, will make it easier for the mothers to 
identify resources to create constructive environments to care for their preterm infants 
and mobilise such resources to meet those needs.  
 
a) The facilitator 
 
Nurses working in the informal settlement clinic are illustrated with the single 
representation of a nurse in the relationship phase. This representation (Figure 5.5), 
displays a white uniform, with a white-coloured bonnet enfolding a small red cross.  
 
 
Figure 5.5: Facilitator 
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The single figure illustrates the nurses working in the informal settlement clinic, placed 
on the left-hand side of the horizontal arrow. Nurses working in the informal settlement 
clinic should have the qualities of a facilitator, helping the mothers to become 
empowered to care for their preterm infants within an informal settlement. The 
facilitator will interact dynamically and engage with the mothers caring for their preterm 
infants with appropriate knowledge, skills and attitude.  
 
The colour white illustrates a place of safety by means of knowledge and skills 
provided to the mothers to care for their preterm infants within the context of an 
informal settlement. The mothers caring for their preterm infants will probably 
approach the nurses working in the informal settlement clinic for reassurance and 
advice, to gain knowledge to care for their preterm infants at home. Cerrato (2012:14), 
Sargent (1964:50) and Yu (2014:64) state that white is the colour associated with 
safety, effective beginnings, hospitals and doctors. It is the colour of light and wisdom, 
all of which are characteristics which should be displayed by the nurses working in the 
informal settlement clinic, interacting and facilitating the empowerment of the mothers 
caring for their preterm infants within an informal settlement. 
 
It was described earlier in this text that ‘red is a symbol of life’, ‘it draws attention and 
calls for action to be taken’ (Cerrato, 2012:4, 5). In this symbolic presentation of the 
nurse (facilitator) working in the informal settlement clinic, red is found on the small 
cross displayed on the facilitator’s bonnet, illustrating life. Nurses working in the 
informal settlement clinic draws the mothers’ attention and are known as the ones 
whom the mothers can reach out to when they need advice about caring for their 
preterm infants while living in an informal settlement.  
 
b) The recipient 
 
The mothers caring for their preterm infants are illustrated as a female figure holding 
an infant, symbolising the mother-infant dyads (Refer to Figure 5.6). The mother-infant 
dyads refer to the mothers, as the recipients, being disempowered in caring for their 
preterm infants inside an informal settlement.  
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Figure 5.6: Disempowered Recipient 
 
The mother-infant dyads are illustrated with bold black lines, the black colour 
illustrating fear and the unknown as pointed out by Cerrato (2012:16). It has 
characteristics of sadness and negativity to it. In a negative connotation, black signifies 
sorrow, error and dissolution (Sargent, 1964:50, 61). Mothers caring for their preterm 
infants while living in an informal settlement experience inner conflict, guilt, stress, and 
face multiple physical challenges in caring for their preterm infant. During the 
interviews, the mothers verbalised futility in caring for their preterm infants in an 
informal settlement.  
 
On the other hand, the positive connotation of the colour black within this symbol 
demonstrates the mothers’ strength in caring for preterm infants despite difficult 
circumstances (Kruidenier, 2015:2-5). Sargent (1964:50, 51) confirms the positive 
inference of black which symbolises strength and a solid base.  
 
In the relationship phase, the mother-infant dyad is illustrated with black-coloured lines 
to demonstrate the symbolism of the colours. However, the dyad is illustrated in dim 
colour to symbolise the mothers’ lack of presence during the initial consultation in the 
relationship phase. 
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5.8.2.2  Working phase 
 
This section illustrates the working phase of the facilitation of empowerment process 
(Refer to Figure 5.7). In this phase, the vertical arrow, which started off in the 
relationship phase as being wide-based and dark pink in colour, narrows persistently 
as it moves forwards through the working phase, and becomes dark orange in colour. 
The background of the working phase is light orange, illustrating creative energy 
through conversation and sharing. Light orange illustrates the mothers’ willingness to 
work with the nurses, to accept knowledge and skills to become empowered to care 
for their preterm infants inside an informal settlement.  
 
 
Figure 5.7: Working Phase 
 
The persistently narrowing forward-moving arrow illustrates the nurses and the 
mothers caring for their preterm infants, working from a place of not knowing and 
trusting each other, to being more familiar with each other. The nurses working in the 
informal settlement clinic are learning about and developing insight into the mothers’ 
circumstances and responses in caring for their preterm infants, and the mothers are 
trusting the nurses working in the informal settlement clinic.  
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In the working phase, nurses in the informal settlement meet with the mothers during 
follow-up consultations. During such consultations, nurses give the mothers, as part 
of the poor and marginalised population, power to make effective choices regarding 
the care of their preterm infants inside an informal settlement. As the arrow moves 
forward, it tapers, illustrating the mothers becoming more knowledgeable in caring or 
their preterm infants, and making more effective choices in caring for their preterm 
infants inside an informal settlement. However, the small arrows directing forward on 
the vertical arrow symbolises the ongoing process of empowerment of mothers caring 
for their preterm infants inside an informal settlement.  
 
The dark orange inside the vertical arrow illustrates determination, encouragement, 
strength and endurance. It illustrates the process of empowerment of the mothers 
caring for their preterm infants, which requires energy and creativity; the mothers being 
in conversation and sharing their experiences, as reiterated by the symbolic meaning 
of orange (Cerrato, 2012:6, 7). 
 
The working phase is illustrated as a larger phase, compared to the relationship- and 
termination phase, as this phase requires a lot of work and energy by the nurses 
working in the informal settlement clinic and the mothers caring for their preterm 
infants to facilitate empowerment.  
 
a) The facilitator 
 
Nurses working in the informal settlement clinic are illustrated with the single 
representation of a nurse in the working phase, but the presentation is slightly vague 
compared to the facilitator in the relationship phase (Refer to Figure 5.5). The 
representation in Figure 5.8 displays a white uniform, with a white-coloured bonnet 
enfolding a small red cross.  
 
In spite of the less prominent representation of the facilitator in the working phase, 
compared to the representation of the facilitator in the relationship phase, the 
significance of the slightly indefinite facilitator is still being a dynamically engaged 
nurse supporting the mothers with appropriate knowledge, skills and attitude to care 
for their preterm infants. The single figure illustrates the nurses working in the informal 
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settlement clinic, placed on the left-hand side of the verticle arrow in the working 
phase. The nurses give the mothers power in the working phase to be assertive about 
their rights to have knowledge and skill to care optimally for their preterm infants within 
an informal settlement.  
 
 
Figure 5.8: Facilitator 
 
5.8.2.3 Termination Phase 
 
Figure 5.9 illustrates the termination phase, which changes colours in the backgroung 
from light orange in the working phase to a light yellow in the termination phase. Light 
yellow illustrates wisdom and logic (Cerrato, 2012:7). This is the phase where the 
mothers will demonstrate their empowerment in caring for their preterm infants in an 
informal settlement by being assessed by the nurses.  
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Figure 5.9: Termination Phase 
 
The vertical arrow which moved forward from the working phase into the termination 
phase changes colour from dark orange to bright yellow. The vertical arrow becomes 
most narrow, illustrating that the facilitation of empowerment has been achieved and 
the objective agreed upon between the nurses working in the informal settlement clinic 
and the mothers have been reached. Bright yellow in the vertical arrow symbolises 
joy, happiness, intellect and energy. It reflects feelings of optimism and stimulates 
activity, wisdom and mental clarity. Yellow is used to demonstrate wisdom and logic 
(Cerrato, 2012:7). Yu (2014:60) confirms that yellow symbolises life-giving humanising 
abilities which is associated with renewal. Yellow is further described as a colour which 
symbolises joy and pleasantness (Sargent, 1964:52). 
 
a) The facilitator 
 
Nurses working in the informal settlement clinic are illustrated with the single 
representation of a nurse in the termination phase. But the representation of the 
facilitator is the least prominent in this phase compared to the representation of the 
facilitator in the working phase (Refer to Figure 5.8). The representation in Figure 5.10 
displays a white uniform, with a white-coloured bonnet enfolding a small red cross.  
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Figure 5.10: Facilitator 
 
Even though the facilitator is very vague in the termination phase, the significance of 
the indistinct representation of the facilitator is the nurse assessing the mothers’ 
empowerment in caring for her preterm infant in the informal settlement. The objective 
is to literally say ‘goodbye’ to the mother in the facilitation process, represented by the 
indistinct facilitator.  
 
5.8.3  Outcome 
 
The vertical arrow ends where the outcome of the facilitation process has been 
achieved (Refer to Figure 5.11). The vertical arrow which moves forward from the 
termination phase is bright yellow in colour. The vertical arrow peaks in this stage 
illustrating that the facilitation of the empowerment process has been reached. Bright 
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yellow in this vertical arrow symbolises joy, happiness, intellect and energy. It reflects 
the mothers’ hopefulness, courage, wisdom and skills to care for their preterm infant 
inside an informal settlement.  
 
 
Figure 5.11: Outcome: The empowered mother with preterm infant 
 
The small arrows directing backwards on the forward-moving vertical arrow, illustrate 
the ongoing process of facilitation of empowerment of the mother in caring for her 
preterm infant inside an informal settlement.  
 
Mothers caring for their preterm infants in an informal settlement who demonstrate 
empowerment, are represented by the mother-infant dyad symbol, illustrating a female 
figure holding an infant (Refer to Figure 5.12). Compared to the relationship phase, 
where the mother-infant dyad symbol was initially illustrated with black lines, the 
symbol is bold with black lines, including dark purple in the symbol. This symbolises 
the recipients’ completion of the facilitation of the empowerment process. The deep 
purple illustrates transformation, growth, wisdom and independence (Cerrato, 
2012:13; Oleson, 2019:np). Illustrated in this dyad figure, is the mother holding her 
infant very close to her, demonstrating ownership and empowerment in caring for her 
preterm infant in an informal settlement. 
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Figure 5.12: Empowered mother as outcome 
 
5.9  PROCESS DESCRIPTION OF THE MODEL 
 
The process of the model is described corresponding to the three phases identified in 
the model, namely the relationship phase, working phase and termination phase. The 
three phases must be viewed as an evolving, forward-moving process joining and 
overlapping each other, and not as set and isolated stages. Even though the vertical 
arrow illustrates moving forward through the three phases, it can move backward in 
case the mothers become disempowered in caring for their preterm infant. This 
process is illustrated with the small downward-directed arrows on the side of the 
forward-moving vertical arrow (Refer to Figure 5.1).  
 
5.9.1  Relationship phase  
 
Nurses working in the informal settlement clinic are approached by the mothers caring 
for their preterm infants in an informal settlement for an initial consultation. The 
objective for the mothers in the first consultation is to have an assessment consultation 
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of their preterm infant within three days after discharge from the hospital, or at any 
time when the mothers deem it necessary to consult with the nurses for the first time. 
The consultation will provide the mothers with information about their infant’s health, 
and is an opportunity for them to ask questions.  
 
Questions can be asked about caring for their preterm infant relevant to feeding and 
medicine administration. The mothers might not know which information is important 
to inquire from the nurses, and the nurses should use the initial consultation to gather 
information about the mother’s demographic data, her socioeconomic status and 
history about her pregnancy and the birth of the infant.  
 
During the relationship phase, the process of empowerment of the mothers is 
commenced when the nurses working in the informal settlement clinic consult with the 
mothers and gain knowledge and insight into their responses in caring for their preterm 
infants, as well as their physical challenges in caring for their preterm infants. In 
probing the information, the nurses working in the informal settlement clinic will 
motivate the mothers to identify their challenges and resources, making it easier for 
them to create a constructive environment. Nurses working in the informal settlement 
clinic should accept the mothers’ responses in caring for the preterm infants in a non-
judgemental manner. 
 
Nurses working in the informal settlement clinic, as facilitators of the process, 
continuously build a relationship with the mothers after the first consultation when the 
dynamic interactive process was initiated. The relationship between the nurses 
working in the informal settlement clinic and the mothers caring for their preterm 
infants is displayed through thoughtful understanding and sincerity by the nurses to 
the specific responses of the mothers in having to care for their preterm infants inside 
an informal settlement. Trust, mutual respect and an unrestricted positive concern 
creates a safe environment for the mothers caring for their preterm infants to engage 
in the facilitation process. Nurses working in the informal settlement clinic have the 
necessary knowledge, skills and attitude to facilitate empowerment. The relationship 
phase consists of a dynamic interactive relationship, making it easier to create a 
constructive environment and mobilise resources.  
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5.9.1.1  Dynamic interactive relationship 
 
In taking the history and gathering information about the mothers and their preterm 
infants, the nurses gain knowledge about them, their responses in caring for their 
preterm infants, as well as the health status of the preterm infants. Health education 
should be provided to the mothers regarding the care of the preterm infants specific to 
the context of the informal settlement. The mothers might discard the education, or 
the nurses working in the informal settlement clinic could oversee health education 
opportunities for the mothers. The results are that a dynamic interactive process might 
not occur between the mothers caring for their preterm infants and the nurses working 
in the informal settlement clinic. Yet, if the mothers accept the nurses’ health 
education, and the nurses listen attentively and are prepared to engage in a nurse-
patient relationship, a dynamic interactive process will commence during the initial 
consultation. 
 
It is important to note that the initial consultation will not necessarily occur only within 
three days after discharge from the hospital. The initial consultation can start at any 
time after discharge from the hospital, for follow-up of the preterm infant in the informal 
settlement clinic.  
 
5.9.1.2 Making it easier 
 
Nurses working in the informal settlement clinic will, after establishing a dynamic 
interactive rapport with the mothers during the initial consultation, make it easier for 
the mothers to create a constructive environment to care for their preterm infants within 
an informal settlement. In allowing the mothers to participate in the identification of 
challenges to care for their preterm infants, the nurses working in the informal 
settlement clinic will help the mothers to plan ahead in order to use resources within 
their own means to care for their preterm infants. 
 
5.9.1.3  Create a constructive environment 
 
The local climate of the mothers’ living environment will be positively affected when 
the nurse working in the informal settlement clinic teach them to make use of 
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resources within their own means, to identify gaps in caring for their preterm infants. 
In order to identify gaps, the mothers must be taught about the needs of their preterm 
infants, besides being cared for in an informal settlement. In identifying gaps, the 
mothers will be able to solve the challenges easier, as they will understand the needs 
of their preterm infants and their own responses towards caring for their preterm 
infants. Having knowledge and skills to care for their preterm infants inside an informal 
settlement will support the mothers to have a positive way of thinking towards caring 
for the preterm infants. 
 
5.9.1.4  Mobilisation of resources 
 
During the follow-up consultations, the dynamic interactive process between the 
nurses working in the informal settlement clinic and the mothers caring for their 
preterm infants is established. The nurses will assist the mothers to create and 
implement ways to improve the quality of care of their preterm infants with resources 
which they already own. Although the nurses working in the informal settlement clinic 
can do very little about the mothers’ real living circumstances within an informal 
settlement, the mothers can be assisted to create a constructive environment to care 
for the preterm infants. 
 
5.9.2  Working phase 
 
During the working phase, facilitation of empowerment is intensified, as nurses 
working in the informal settlement clinic will, with the participation of the mothers, 
identify gaps in caring for their preterm infants at home. The nurses will maintain 
effective communication methods between themselves, the mothers, as well as their 
family and friends by providing continuous support (Ericson & Palmer, 2018:133-136). 
By agreeing on objectives to be reached through the participation of the mothers, care 
of the preterm infants will be improved within an informal settlement. The mothers will 
take ownership of their decisions and reach their objectives to control the environment, 
influencing their local climate and becoming empowered to care for their preterm 
infants.  
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Various activities will occur between the nurses working in the informal settlement 
clinic and the mothers caring for their preterm infant within an informal settlement. 
These activities include giving power to the mother, enabling the poor and 
marginalised population, and mothers making effective choices. 
 
5.9.2.1  Giving power 
 
During the working phase, the nurses working in the informal settlement clinic give the 
mothers power by teaching them about the special needs of their preterm infants, as 
well as teaching them the reason for their intra- and interpersonal responses in caring 
for their preterm infants. As the mothers live with and care for their preterm infant within 
an informal settlement, they have the ability to recognise resources in their own 
environment which they can utilise in caring for the preterm infants. Because their 
knowledge about their preterm infants improved, and since they have identified the 
resources to care for their preterm infants, they become assertive regarding their own 
needs to care for their preterm infants.  
 
5.9.2.2  Enabling poor and marginalised population 
 
Mothers caring for their preterm infants are described as being part of the poor and 
marginalised population. Therefore, the nurses working in the informal settlement 
clinic should recognise them as such and enable them to claim their rights, which will 
impact the care of their preterm infants inside an informal settlement. The mothers will 
become aware of their self-worth, which will strengthen their participation in identifying 
gaps and solving challenges regarding the care of the preterm infant.  
 
5.9.2.3  Make effective choices 
 
Towards the end of the working phase, mothers caring for their preterm infants will be 
able to take ownership of their decisions regarding the care of their preterm infants. 
They will be able to reach their objectives as agreed upon earlier in the working phase.  
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5.9.3  Termination phase  
 
In the termination phase, an assessment is made by the nurses working in the informal 
settlement clinic of the empowerment of the mothers’ caring for their preterm infants. 
This is also the stage when ‘goodbye’ is said.  
 
5.9.3.1  Assessment of empowerment of the mothers’ caring for their preterm 
infants 
 
Nurses working in the informal settlement clinic and mothers caring for their preterm 
infants explore the transformation process together. Within the empowerment 
process, it is important that both the nurses and the mothers critically reflect on the 
meaning of care of the preterm infants within an informal settlement, so that the 
mothers can make their own mindful decisions regarding the care of their preterm 
infants in an informal settlement. When both the nurses and the mothers reach 
consensus during the critical reflection that they have the ability to care for their 
preterm infants inside an informal settlement, the process of facilitation of 
empowerment will be terminated (Jupp, Ali & Barahona, 2011:28-38). This will lead to 
the final step in the termination phase, saying goodbye. 
 
5.9.3.2  Saying ‘goodbye’ 
 
Once the mothers are found to be empowered in caring for their preterm infants within 
an informal settlement, the nurses will say goodbye to the mothers and leave them to 
make their own decisions in caring for their preterm infants. However, even though the 
termination phase brings an end to the process of facilitation of empowerment, it does 
not mean that nurses working in the informal settlement clinic will withdraw completely 
from engaging with the mothers caring for their preterm infants. The facilitation of 
empowerment is an ongoing process, and will commence as soon as the mother, or 
the nurse working in the informal settlement clinic, finds it necessary to re-commence 
the facilitation process. 
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5.9.4  Outcome  
 
When mothers demonstrate the ability to care for their preterm infants in an informal 
settlement by displaying transformation, growth, wisdom and independence in their 
care and decision-making regarding the care of the infant, the outcome of the 
facilitation process has been reached. The outcome of the facilitation process is 
mothers being empowered to care for their preterm infants while living in an informal 
settlement.  
 
5.10  GUIDELINES OF THE MODEL 
 
The guidelines for the facilitation of empowerment of mothers caring for their preterm 
infants, using this model as a framework of reference by the nurses working in the 
informal settlement clinic, should be viewed as flexible.  
 
Empowering the mothers caring for their preterm infants in the informal settlement is 
proposed as the key objective of the consultations between the nurses working in the 
informal settlement clinic and the mothers. These nurses, as the facilitators of 
empowerment of the mothers, will enrich this model by integrating their unique 
creativity, knowledge, skills and attitude from various experiences in empowering 
mothers caring for their preterm infants. Facilitating the empowerment of the mothers 
is an individualised process implemented by the nurses to enable mothers to care for 
their preterm infants being knowledgeable, skilful and having the necessary values, 
within the context of an informal settlement.  
 
Guidelines for implementation of the model to facilitate the empowerment of the 
mothers caring for their preterm infants are now described in terms of the objectives 
and strategies of the three phases of the facilitation process.  
 
5.10.1 Relationship phase 
 
The relationship phase is the phase during which the dynamic interactive process 
between the nurses working in the informal settlement clinic, and the mothers caring 
for their preterm infants, is initiated and the facilitation of empowerment develops.  
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5.10.1.1 Objectives of the relationship phase 
 
The first objective during the relationship phase of the facilitation process is to initiate 
rapport between the nurses working in the informal settlement clinic and the mothers 
caring for their preterm infants. It is to ensure a safe and compassionate environment 
for the mothers caring for their preterm infants to begin the development of 
transformation from being disempowered to being empowered, to care for the preterm 
infants within an informal settlement.  
 
The second objective is for the mothers caring for their preterm infants to become 
more aware of their present-moment responses, which they experience intra-
personally, interpersonally, as well as in the physical environment where the care of 
the preterm infant occurs. The facilitator should note the feedback from the mother in 
a non-judgemental manner.  
 
5.10.1.2 Activities of the relationship phase 
 
The facilitator of empowerment should enter the relationship with the mother caring 
for the preterm infant with compassion, transparency and unconditional positive regard 
in order to establish rapport and create a safe space for the mothers. In case the 
mother demonstrates emotions like fear, shame, guilt, anger, and distrust in the 
facilitator’s ability, the facilitator should display an attitude of warm-heartedness, 
kindness and acknowledgement. The mothers displaying such negative emotions 
merely demonstrate signs of ‘fight and flight’, as they are in continuous states of stress 
and concern at having to care for their preterm infants in challenging circumstances. 
The facilitator should display unconditional acceptance of the mothers’ state, 
especially during the first consultation, as it will precede the facilitation of 
empowerment of the mothers caring for their preterm infants. Egan and Reese 
(2019:5-7, 66-68) confirm that accepting the mothers includes accepting their 
individual socio-cultural background, values and beliefs.  
 
After gaining knowledge about the mothers’ demographic and socioeconomic 
circumstances, as well as their intra- and interpersonal responses in caring for their 
preterm infants, the facilitator can decide on appropriate strategies after the initial 
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consultation. Such strategies could be to meet with the mothers again over a period 
of weeks by means of follow-up consultations, and giving the mothers strategies to 
make it easier to care for their preterm infants inside an informal settlement. The 
facilitator can make follow-up appointments that suit the mothers until empowerment 
is achieved.  
 
The mothers should be encouraged by the facilitator to create objectives which they 
want to reach regarding the care of their preterm infants in an informal settlement. 
Both the nurses working in an informal settlement clinic and the mothers should, in the 
initial consultation, plan how they will develop the process of empowerment in caring 
for the preterm infants over the next phases. Being aware of their present-moment 
intra-and interpersonal responses, as well as their multiple challenges in caring for the 
preterm infants, provide a foundation for the nurses working in an informal settlement 
clinic and the mothers to deal with in the next phases. Making use of stories and 
discussions during the process of facilitation will support the facilitation of 
empowerment in the following phase (Leonard, 2015:92).  
 
a) Making it easier 
 
The nurses working in the informal settlement clinic will, after establishing a dynamic 
interactive relationship with the mothers during the relationship phase, make it easier 
for the mothers to create a constructive environment to care for their preterm infants 
by allowing them to share their experiences and responses in caring for the preterm 
infants in their particular situations. In allowing the mothers to participate in the 
identification of challenges to care for their preterm infants, the nurses working in the 
informal settlement clinic help the mothers to plan ahead to use resources within their 
means to care for their preterm infants.  
 
During this step, the nurses working in the informal settlement clinic can pose 
unconditional positive questions to the mothers to uncover their intrapersonal 
response, their interpersonal response, as well as their physical challenges in caring 
for the preterm infants. In doing so, the nurses and mothers will identify their feelings 
towards caring for the infants, and the reason for experiencing such responses. 
Nurses working in the informal settlement clinic will identify who the mothers’ support 
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people are: their life partners, family or friends, and whether they provide support or 
are absent in their support towards the mothers in caring for the preterm infants. In 
uncovering the mothers’ socioeconomic circumstances, it will guide the nurses 
towards health education regarding caring for the preterm infants. It will 
simultaneously make it easier for the mothers to identify resources within their reach 
to utilise in caring for their preterm infants inside the informal settlement. 
 
b) Create a constructive environment 
 
When the nurses working in the informal settlement teach the mothers to make use of 
resources within their means and to identify gaps in caring for the preterm infants, the 
local climate of the mothers’ living environment will be positively changed. Nurses 
working in the informal settlement clinic must enable the mothers with knowledge and 
skills about the special needs of their preterm infants, which will help the mothers to 
create constructive environments to care for their preterm infants inside an informal 
settlement. In making the mothers part of identifying gaps in caring for their preterm 
infants, they will be able to solve the matters easier, as they will understand the needs 
of their preterm infants. Moreover, they will understand their own responses towards 
caring for their preterm infants.  
 
c) Mobilising resources 
 
In the relationship phase, nurses working in the informal settlement clinic and the 
mothers caring for their preterm infants will identify the resources which the mothers 
own or have relatively easy access to. In identifying the resources, the mothers will 
develop insight into how, when and where to utilise the resources. Although nurses 
working in the informal settlement clinic can do very little about the mothers’ real living 
circumstances inside an informal settlement, the nurses can assist the mothers to 
improve the end result, being the optimal care of the preterm infants inside an informal 
settlement. By mobilising resources, the mothers become more empowered to care 
for their preterm infants inside an informal settlement. 
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5.10.2 Working phase 
 
During the relationship phase, the process of facilitation of empowerment has been 
initiated with the mothers caring for their preterm infants in an informal settlement. In 
the working phase, facilitation of empowerment is actively driven by the nurses 
working in the informal settlement clinic in collaboration with the mothers. 
 
5.10.2.1 Objectives of the working phase 
 
The aim of the working phase is to facilitate empowerment in a more intense manner 
through continuous empowerment practice with the mothers caring for their preterm 
infants in an informal settlement. Calves (2009:viii) confirms that empowerment is the 
continuous activity of, in this context, the mothers having both the capacity to make 
goal-orientated decisions and to transform those decisions into desired outcomes; that 
being to care for their preterm infants within an informal settlement.  
 
The type of empowerment practice will vary according to the empowerment strategies 
which the facilitator chooses to use. These might include creating a psychologically 
safe environment for the mothers to develop awareness about their present situation 
in caring for their preterm infants, and where they can share and reflect on their 
experiences. The facilitator accepts her/his role as a health educator and facilitator in 
this environment, but also the role of a group therapist.  
 
It further includes managing the personality type of the mothers, one either being an 
extrovert talking during the entire consultation, or an introvert, not sharing any 
information. The facilitator should include the mothers’ family and friends to express 
their concerns about the mothers caring for their preterm infants. However, it remains 
most important for the facilitator to guide the follow-up consultations to remain focused 
in order to reach the objectives as agreed upon during the initial consultation (Arnold, 
Butler, Anderson, Funnel & Feste, 1995:310, 311).  
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5.10.2.2 Activities of the working phase 
 
Nurses working in the informal settlement clinic, as the facilitators of empowerment, 
will use the concepts as identified in the working phase of the model to facilitate the 
empowerment of the mothers caring for their preterm infants within an informal 
settlement. These concepts will correspond with the process of facilitation of 
empowerment of the mothers caring for their preterm infants, transforming from 
disempowered mothers to empowered mothers through the next phases. 
 
a) Giving power 
 
Nurses working in the informal settlement clinic give the mothers power during the 
working phase by teaching them to be assertive regarding their own needs and that of 
their preterm infant to optimally care for them inside an informal settlement. In giving 
the mothers power, they will develop the ability to control their own lives and the life of 
the preterm infant, even though they live in difficult circumstances. The mothers will 
understand the needs of their preterm infants, their responses in caring for the preterm 
infants, and the responses of others towards them in caring for the preterm infants. 
They will also have the assertiveness to be creative and make use of resources within 
their reach (Taket, 2016:160-162) in caring for their preterm infants. 
 
b) Enabling poor and marginalised population 
 
Nurses working in the informal settlement clinic know that the mothers caring for their 
preterm infants are part of the poor and marginalised population. In displaying that 
insight, the nurses working in the informal settlement clinic can motivate the mothers’ 
awareness and give them the power to claim their rights, which will impact their care 
of the preterm infants inside an informal settlement. The mothers might become aware 
of their self-worth, which could strengthen their participation in identifying gaps and 
solving challenges regarding the care of their preterm infants.  
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c) Make effective choices 
 
Close to the end of the journey to facilitate empowerment, the nurses working in the 
informal settlement clinic can make the mothers aware that they are able to take 
ownership of the decisions they make regarding the care of their preterm infants in an 
informal settlement. Should the mothers be in a state of taking ownership of their 
decisions regarding the care of their preterm infant inside their homes, based in an 
informal settlement, they might be able to reach the objectives as agreed upon earlier 
in the working and relationship phases. 
 
The facilitator remains present in a reassuring, advisory, respectful and non-
judgemental manner, at all times nurturing his/her own insight of the mothers’ unique 
socioeconomic circumstances. Developing through the journey of being 
disempowered to becoming empowered in caring for their preterm infants, the mothers 
will start to view themselves as persons with the ability to care for their preterm infants, 
creating a constructive environment within their own challenging circumstances.  
 
5.10.3 Termination phase 
 
The termination phase is the last phase of the facilitation process of empowerment of 
the mothers caring for their preterm infants inside an informal settlement. The mothers 
are ready to continue on their own, with or without the support from their family and 
friends, to care for the preterm infants optimally inside an informal settlement. 
 
5.10.3.1 Objective of the termination phase 
 
The objective of the termination phase is to ensure empowerment of the mothers to 
care for their preterm infants inside an informal settlement. During the termination 
phase, the nurses working in the informal settlement clinic have to assess whether the 
mothers are ready to terminate the facilitation process.  
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5.10.3.2 Activities of the termination phase 
 
Nurses working in the informal settlement clinic, as the facilitators of empowerment, 
will use the concepts as identified in the termination phase of the model to assess the 
empowerment of the mothers caring for their preterm infants within an informal 
settlement and say goodbye. 
 
These concepts will correspond with the process of facilitation of empowerment of the 
mothers caring for their preterm infants, transforming from disempowered mothers to 
empowered mothers through the next phase.  
 
a) Assessment of empowerment of the mothers caring for their preterm 
infants 
 
Assessment will be done in collaboration with the nurses working in the informal 
settlement clinic and the mothers caring for their preterm infants inside the informal 
settlement (Marais, 2014:148-149). This will usually occur after a few weeks, 
depending on the mothers’ development through the phases from being 
disempowered mothers, to becoming empowered mothers in caring for their preterm 
infants.  
 
During the termination phase, the facilitator will use individual assessment during 
which he/she will allow the mothers caring for their preterm infants to give narrative 
accounts of their experiences in becoming empowered to care for their preterm infants. 
This narrative will include the mothers’ intrapersonal and interpersonal responses in 
caring for their preterm infants within the multiple physical challenges they 
experienced in and around their home.  
 
b) Saying goodbye 
 
The stories shared in the termination phase will be compared with the very first 
consultation where the mothers shared their experiences in caring for their preterm 
infants during the relationship phase as baseline information. The motivation for not 
using a structured assessment tool, is because the mothers’ responses are unique 
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and cannot be captured on a structured assessment tool. When the facilitator and the 
mothers caring for their preterm infants reach consensus that they are ready to care 
for their preterm infants on their own, the facilitation of empowerment can be 
terminated, and they can say goodbye. However, in the case of relapse of 
empowerment, the mothers caring for their preterm infants can re-connect with the 
facilitator at any time.  
 
5.10.4 Outcome  
 
The outcome of the facilitation process will have been reached when mothers 
demonstrate the ability to care for their preterm infants in an informal settlement by 
displaying change, development, understanding and liberation in their care and 
decision-making regarding the care of their infant.  
 
5.11  EVALUATION OF THE MODEL 
 
The model was evaluated using Chinn and Kramer’s criteria (2015:199) during a 
presentation to a group of nine academics and clinicians with knowledge and 
experience in research and practice. Two of them are Professors from the fields of 
Nursing and Education, both experienced in model development. Six members in the 
group are post-doctoral and experienced clinicians and/or academics. One evaluator 
is a clinical manager of a NICU in a public hospital in Gauteng.  
 
The evaluators provided feedback by means of an interactive verbal discussion. They 
were required to complete an evaluation form explaining how they identified the model 
in terms of clarity, simplicity, generality, accessibility and importance (See Annexure 
K).  
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Table 5.1: Demographics of panel of experts in model evaluation 
Participant # Position 
Highest 
Qualification 
Experience 
in Higher 
Education 
Gender Age 
P1 Professor PhD 45 years M 69 years 
P2 Professor PhD 39 years F 67 years 
P3 
Senior 
Lecturer 
PhD 19 years F 50 years 
P4 
Senior 
Lecturer 
PhD 14 years F 50 years 
P5 Lecturer PhD 25 years F 56 years 
P6 Lecturer PhD 5 years F 28 years 
P7 Lecturer PhD 5 years F 25 years 
P8 Director PhD 30 years F 55 years 
P9 
Registered 
Nurse 
RN 0 years F 55 years 
 
The following questions were asked to guide the evaluators’ reflection on the model: 
 
 How clear is this model? 
 How simple is this model? 
 How general is this model? 
 How accessible is this model? 
 How important is this model? 
 
The evaluation of the model is discussed next. 
 
5.11.1 Clarity of the model 
 
The clarity of the model indicates how clear and reliable the model is in terms of 
structure and logic. The following questions could be asked when a model is evaluated 
for clarity:  
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 Is the model clear to understand? 
 Are the definitions clearly signified in the structure of the model? 
 How logical are the relationships between the major concepts linked? 
 How clearly are the relationships between the major concepts being linked, shown 
on the diagram? 
 Are the guidelines clear and well represented for the model? 
 Are the guidelines in line with the objectives of the model? 
 
The model was evaluated as being clear and open. Comments received by the 
evaluators included:  
 
‘clear √ √’ (Participant 1, Professor, PhD) 
 
‘All the essential criteria are on the model’ (Participant 5, Lecturer, 
PhD) 
 
‘the model is clear’ (Participant 8, Director, PhD) 
 
Suggestions were made about addressing the flow of the model. This comment 
referred to the major concepts in the working phase being moved in a certain order to 
enhance understanding. This was done and brought more clarity. The structure of the 
model was described as being ‘very square’. Another comment which supported the 
rigidity of the structure was made because of the use of solid lines in the structure. 
The researcher made changes by reducing the ‘squareness’ and using dotted lines 
rather than solid lines. This resulted in a flowing structure which enhanced the clarity 
of the model. Another response focused on the number of downward arrows to be 
reduced as it dominated the structure. The downward arrows were reduced to 
enhance the focus on the process, as indicated in the model.  
 
Comments were made that the mother-infant dyad symbol signified a pregnant 
mother. The researcher changed the mother-infant dyad symbol to present a mother 
holding her infant in her arms, with the result that the symbol appeared well-defined. 
Another evaluator commented that the facilitator does not feature at the end of the 
 187 
model. This was corrected, and the clarity of the model was enhanced. Feedback was 
given to add ‘facilitation of empowerment’ words inside the model, which was done 
and brought about more clarity.  
 
5.11.2 Simplicity of the model 
 
The simplicity of the model states how understandable the model is and if the concepts 
are profoundly related. Chinn and Kramer (2015:204) recommend that the number of 
elements and concepts are restrained to a minimum for it to be simple.  
 
The model was evaluated as simple and easily understood: 
 
‘Simple √√’ (Participant 1, Professor, PhD) 
 
‘The model is simple’ (Participant 2, Professor, PhD) 
 
‘Clarification of concepts was simple’ (Participant 3, Senior 
Lecturer, PhD) 
 
‘Easy to understand’ (Participant 6, Lecturer, PhD) 
 
‘Simple’ (Participant 7, Lecturer, PhD) 
 
‘The arrow view is simple and makes it easily understandable’. 
(Participant 9, Registered Nurse, RN) 
 
5.11.3 Generality of the model 
 
Generality signifies how broad or narrow the scope of application of the model is 
(Chinn & Kramer, 2015:205). The scope for application of the model was mostly 
viewed as generally applicable in different settings.  
 
‘Can be transferred to individuals with health challenges in a 
informal settlement’ (Participant 1, Professor, PhD) 
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‘The model is general’ (Participant 4, Senior Lecturer, PhD) 
 
‘Model can be generalized in other contexts’ (Participant 6, 
Lecturer, PhD) 
 
‘Very applicable’ (Participant 7, Lecturer, PhD) 
 
‘In the sense that it can be used in similar informal settlement’ 
(Participant 8, Lecturer, PhD) 
 
One evaluator reported that the symbolic representation of the mother-infant dyad at 
the outcome of the facilitation process appeared to be pregnant. The researcher 
changed the mother-infant dyad to suit the context of the study and the generality of 
the model improved. 
 
5.11.4 Accessibility of the model 
 
The accessibility of the model refers to how functional the model is for nursing practice. 
The model was evaluated as:  
 
‘Accessible √√’ (Participant 1, Professor, PhD) 
 
‘The model is accessible’ (Participant 2, Professor, PhD) 
 
‘Accessible for professional nurses’ (Participant 3, Senior 
Lecturer, PhD) 
‘Can be made accessible to the wider community of midwifery and 
neonatal’ (Participant 4, Senior Lecturer, PhD) 
 
‘Course new ground!’ (Participant 5, Lecturer, PhD) 
 
‘The model should be made accessible to primary health care 
nurses. Hopefully you can be able to implement it and evaluate it 
with PHC nurses’. (Participant 8, Director, PhD) 
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‘Accessible’ (Participant 9, Registered Nurse, RN) 
 
5.11.5 Importance of the model 
 
Importance refers to how important the model is for nursing practice. The majority of 
evaluators viewed the model as important for nursing practice, research and for the 
interest of society. 
 
‘Important because it addresses a gap in information on mothers 
caring for infants in a informal settlement’ (Participant 1, 
Professor, PhD) 
 
‘NB’ (Participant 2, Professor, PhD) 
 
‘Critically for nursing and caring to align’ (Participant 3, Senior 
Lecturer, PhD) 
 
‘Model is important for the training of nurses in midwifery and 
neonatal nursing’ (Participant 4, Senior Lecturer, PhD) 
 
‘Extremely important!’ (Participant 5, Lecturer, PhD) 
 
‘There is a great need for such a model in the primary health care 
setting’. (Participant 7, Lecturer, PhD) 
 
‘Very, as this is a new field of study with very limited exposure in 
the practice and academia’. (Participant 8, Director, PhD) 
 
The evaluation of the model was a valued activity and thoughtful experience which 
added significance to the processes in guaranteeing the trustworthiness of the study. 
It acted as a measure to clarify that the model conformed with the criteria as set out 
by Chinn and Kramer (2015:199), and supported the research purpose to develop a 
model for nurses to facilitate mothers’ caring of their preterm infants in an informal 
settlement. 
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5.12  SUMMARY 
 
In Chapter 5, the construction of the model and guidelines for implementation of the 
model was described. Thereafter, an evaluation of the model was presented. In 
Chapter 6, an overview of the study will be presented, limitations will be discussed and 
recommendations for nursing practice, nursing research and education, will be made.  
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CHAPTER 6 
CONCLUSION, LIMITATIONS AND RECOMMENDATIONS 
 
6.1  INTRODUCTION 
 
The purpose of this study was to develop a model for nurses working in the informal 
settlement clinic, to facilitate mothers’ care of their preterm infants while living in an 
informal settlement. The researcher developed guidelines for the implementation of 
the model by the nurses working in the informal settlement clinic. 
 
6.2  OVERVIEW OF THE RESEARCH PROCESS 
 
This study materialised within the paradigm of postmodern social constructivism 
utilising a theory-generating, qualitative, exploratory, descriptive and contextual 
research design. Mothers taking care of their preterm infants in an informal settlement 
became overwhelmed with the responsibility of caring for their preterm infants under 
trying circumstances. They became despondent in making an effort to care for their 
preterm infant in an optimal manner. They were overwhelmed with internal responses 
in taking care of their preterm infants, and experienced negative responses like 
concern, stress and fear related to their preterm infants. Others were concerned about 
their loved ones being drawn into the care of the preterm infant and the added 
responsibilities they carried to continue with the normal daily living challenges and 
considering the special efforts to be made in caring for the preterm infant in the 
informal settlement. 
 
The researcher’s aim was to develop a model for nurses as a framework of reference 
to facilitate mothers’ care of their preterm infants while living in an informal settlement. 
Furthermore, the researcher developed guidelines to implement the model. The 
following objectives were established related to the study’s purpose: 
 
 Explore and describe the lived experiences of mothers who took their preterm 
infants home to an informal settlement. 
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 Develop a model for nurses as a framework of reference to facilitate mothers’ care 
of their preterm infants while living in an informal settlement. 
 Describe guidelines for nurses to implement the model to facilitate mothers’ care of 
their preterm infants while living in an informal settlement.  
 
The purpose of developing a model for nurses as a framework of reference to facilitate 
mothers’ care of their preterm infants in an informal settlement was achieved through 
the process of model development. This process involved the four steps of the theory-
generative method, with various phases in between. 
 
6.2.1  Step 1: Concept analysis 
 
The first step in developing a model for nurses working in an informal settlement clinic 
to facilitate mothers’ care of their preterm infants while living in an informal settlement, 
was to analyse the concepts found in the data. Concept analysis took place by 
identifying the central concept and defining and classifying the related concepts. This 
step took place in two phases, namely identification of the central concept and defining 
and classifying related concepts. 
 
6.2.1.1  Phase 1: Identification of central concepts 
 
Phenomenological research enhanced the researcher’s insight into the way mothers 
care for their preterm infants in an informal settlement and how they experienced their 
daily living world. The researcher gained understanding in what it meant for mothers 
to care for their preterm infants while living in an informal settlement, constantly 
remembering that social cultures and traditions gave meaning to those mothers’ ways 
of experiencing caring for their preterm infants. 
 
In order to identify the central concept, it was important to select the correct population 
and sample of participants, and the appropriate data collection and analysis method. 
Results were discussed and verified with literature.  
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a) Population and sampling method 
 
The population consisted of ten adult mothers, who lived in an informal settlement in 
Gauteng. All the participants gave birth to preterm infants, ranging from 28 – 36 weeks’ 
gestation. The preterm infants were all admitted in public hospitals’ neonatal wards or 
NICUs for a minimum of six hours. The infants had a history of being discharged home, 
into the care of their mothers who lived in an informal settlement, while still being 
premature.  
 
At the time of data collection, the infants’ chronological ages varied between eight 
weeks to five years old. Most participants were able to converse in English. Those 
who communicated with difficulty in English but still wanted to participate in the study, 
used an interpreter who translated the conversation.  
 
b) Data collection 
 
The primary method of data collection was through in-depth, phenomenological 
interviews, participant observations, photographs of the environment and field notes. 
Interviews took place in the participants’ homes during the day. The comprehensive 
opening question was:  
 
‘How is it caring for your baby at home?’  
 
Audio-recordings were made of the interviews conducted by the researcher. Data 
were collected until data saturation occurred when no new themes developed from the 
in-depth, phenomenological interviews and observations.  
 
c) Data analysis 
 
During participant observations, data analysis involved coding and categorising 
observations. Interviews were transcribed verbatim and field notes were written by the 
researcher. Data were analysed using Giorgi’s phenomenological descriptive data 
analysis method. Data, a preliminary reading of the database, coding and organising 
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themes in the interpretation of data occurred. An independent coder was used, and 
consensus was reached on the interpretation of data.  
 
d) Discussion of results and literature control 
 
Some mothers had little or no support from their life partners, family or friends in caring 
for their preterm infants. They had to carry the brunt of the responsibilities in taking 
care of their preterm infants. All the mothers experienced multiple physical challenges 
in taking care of their preterm infants in circumstances completely unconducive for the 
health of preterm infants. Being unable to change the social, political and physical 
circumstances inside the informal settlement, all of the above-mentioned experiences 
left the mothers worn-out and disempowered regarding caring for their preterm infants 
while living in the informal settlement.  
 
Research findings were verified and substantiated with literature in order to place the 
identified concepts in relation to the research results within this context. No literature 
was found confirming mothers’ experiences in caring for their preterm infants in an 
informal settlement after discharge. Literature which detailed mothers’ experiences in 
caring for their preterm infants during hospitalisation and after discharge in non-
defined community contexts, were used to identify and support central concepts from 
the results. Literature control provided re-contextualisation of findings and resulted in 
current, existing nursing and other related theoretical literature.  
 
6.2.1.2  Phase 2: Defining and classifying concepts 
 
During Phase 2, the researcher defined and classified the central concept as identified 
in Phase 1: The central concept reflects the values relevant to the research purpose. 
For the central concept to be identified, essential criteria were identified using 
dictionaries and subject literature. The essential criteria were demonstrated in the 
model case. The definitions of the essential criteria were assessed using Copi et al’s. 
(2014:511) criteria. The related concepts were further classified utilising Dickoff et al’s. 
(1968:422, 423) criteria.  
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6.2.2  Step 2: Constructing conceptual relations 
 
Identified concepts were placed into relationship with each other. Statements of 
relationships were made to elaborate on and illustrate the relation between the 
essential criteria and related criteria through recognition of patterns in the concepts.  
 
6.2.3  Step 3: Description of the model 
 
The researcher developed, described and evaluated this model as a framework of 
reference for nurses working in an informal settlement clinic to facilitate mothers’ care 
of their preterm infants in the informal settlement. The procedure involved a description 
of central concepts, classification of statements and description of the structure of the 
process. The description of the structure and model evaluation followed Chinn and 
Kramer’s (2015:165, 171) principles of theory evaluation: ‘How clear is the theory?’, 
‘How simple is the theory?’, ‘How general is this theory?’, ‘How accessible is this 
theory?’ and lastly ‘How important is this theory?’  
 
The evaluation of the model was done by a panel of experts who concluded that the 
model for the facilitation of empowerment of mothers caring for their preterm infants 
in an informal settlement was clear, simple, generalisable, accessible and important 
for nursing practice, nursing literature and nursing research.  
 
6.2.4  Step 4: Description of guidelines for implementing the model 
 
The researcher provided and described guidelines for the implementation of the 
model. Guidelines conferred to enhance nursing knowledge related to nursing 
practice. In this study, guidelines were developed for the model as described in Step 
3. Each guideline had objectives and actions. 
 
6.3  LIMITATIONS OF THE RESEARCH  
 
The language barrier between the participants and researcher created a limitation for 
the researcher. Some participants had difficulty in understanding the researcher’s 
questions. They had difficulty to express their experiences and had to make use of 
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their translators to share their stories. The researcher later learnt that the translators 
omitted parts of the participants’ stories and that they shared only what they deemed 
necessary. The translator of the transcripts managed to reveal and or reiterated the 
participants’ stories.  Due to the language barrier, the researcher experienced difficulty 
to formulate questions in such a way that the participants could understand it.  
 
6.4  ORIGINAL CONTRIBUTION OF THE RESEARCH 
 
This study delivered an original contribution to the body of knowledge of nursing in 
South Africa, especially towards mother and child health, specifically in the preterm 
infant population. This model and guidelines for implementation can be seen as 
significant based on the contribution to the field of nursing research and nursing 
practice into the aspects of community health science, combined with aspects of 
midwifery nursing science and neonatal nursing science. Community health science 
combined with neonatal nursing science (which includes midwifery nursing science) 
has not been addressed in South Africa, and is therefore very relevant for the nursing 
practice.  
 
It is concluded that this study has made a significant contribution to the body of 
knowledge in nursing because of the development of an original framework of 
reference in the form of the model for the facilitation of empowerment of mothers 
caring for their preterm infants while living in an informal settlement. Guidelines to 
implement the model were described for the model to be applied in clinical nursing 
practice, specifically in the community clinic, by nurses working in informal settlement 
community clinics.  
 
6.5  RECOMMENDATIONS FOR THE RESEARCH 
 
Recommendations for the application of the model in nursing practice, nursing 
research and nursing education, as viewed by the researcher, are made and 
discussed next. 
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6.5.1  Recommendations for nursing practice 
 
Nurses working in community clinics serving an informal settlement need to 
comprehend what transpires when mothers attempt to integrate into the community 
with their preterm infant after discharge from hospital, as stated in the findings of the 
research by Gullino et al. (2017:410). They should be assisted to transform their post-
hospital motherhood experiences into their own context as it will support their caring 
and also enhance their preterm infants’ wellbeing and development. 
 
Community health care is central to uplifting and supporting the South African health 
system (Rispel, 2016:21). It is therefore firstly recommended that the model for the 
facilitation of empowerment of mothers caring for their preterm infants in the informal 
settlement be implemented by nurses working in the community clinics which serve 
informal settlements. Nurses working in community clinics dealing with mothers caring 
for their preterm infants in informal settlements can greatly benefit by applying this 
model in their practice. The model is ideally applied in individual consultations in the 
community clinic, in groups through workshops in the clinic, as well as inside the living 
environment of the mothers where caring for the preterm infants occurs.  
 
In the community clinics, nurses could apply this model in individual consultations, 
through workshops with a group of mothers who care for preterm infants, and/or their 
family members or friends who are involved in the mothers’ care of the preterm infant. 
This model could also be applied to mothers caring for full-term infants in the informal 
settlement, in the form of workshops with groups of mothers, as well as their family or 
friends who are involved with the care of full-term infants.  
 
This model can be used by various categories of nurses working in the community 
clinic which serves an informal settlement, as long as the nurses are knowledgeable 
about the specific needs of preterm infants. Various categories of nurses can 
implement the model inside the community clinic, but also inside the informal setting 
through home-visits, doing follow-up care, giving advice and recommendations within 
the participants’ home. They should include the participants’ family and friends who 
will, in turn, also become empowered to facilitate the mothers’ care of the preterm 
infant.  
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This model has the potential to be applied by allied healthcare workers like medical 
doctors, dieticians, occupational therapists, physiotherapists and social workers who 
form part of the Community-Orientated Primary Care (COPC) (Dookie & Singh, 
2012:3). General community members can be trained as community care workers to 
gain knowledge about the specific needs of preterm infants, and facilitate mothers’ 
care of the preterm infants inside the informal settlement (Keleher, 2001:59).  
 
The researcher found that even though the Department of Health proposes re-
engineering of primary health care, processes like the implementation and integration 
of health systems at district levels are drawn-out and erratic (Dookie & Singh, 2012:2). 
Programmes are in place for the HIV/AIDS pandemic, the management of non-
communicable diseases and communicable diseases, maternal health programmes 
focusing on antenatal care, postnatal care, and caring for the full-term infant (Kautzky 
& Tollman, 2008:26; Machingaidze, Zani, Abrams, Durao, Louw, Kredo, Grimmer & 
Young, 2017:34). However, no information exists on the management of preterm 
infants in the community, particularly in the informal settlement. No information is 
available for nurses working in community clinics to facilitate mothers’ care for their 
preterm infants inside an informal settlement. District specialist teams in the re-
engineering of primary healthcare clinics can make implementation of this model part 
of their service. 
 
6.5.2  Recommendations for nursing research 
 
Facilitating empowerment has gained popularity in the field of nursing research in 
various forms over the last decade. Mothers’ experiences in childbirth, in having their 
infants born prematurely and being admitted to the NICUs have been researched 
thoroughly. However, no evidence exists that research has been done exploring the 
experiences of mothers having to care for their preterm infants inside an informal 
settlement. Evidence also does not exist on research exploring mothers/ 
fathers/parents, on their experiences in caring for preterm infants in higher-income 
communities in order to facilitate the empowerment of any parent having to care for 
their infants being discharged home, while still being premature.  
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Therefore, this study can be replicated in these areas.  
 
6.5.3  Recommendations for nursing education 
 
Nurses of all categories function mostly in community clinics as providers of health 
care by means of assessments, diagnosis and treatment, health education and 
referrals. The provided health care is based on the nurses’ training from various nurse 
training institutions, focusing on general knowledge about South Africa’s burden of 
diseases. However, the basic training for lower categories of nursing staff, 
undergraduate nurses and even post-basic courses do not include specific information 
on the management of preterm infants in the informal settlement.  
 
Implementing this model at various levels in nursing education will enhance 
knowledge and training about the underlying social determinants to ill health. These 
include access to basic living conditions and unemployment, which is important to 
consider in the community clinic, especially when facilitating mothers’ care of the 
preterm infant in the informal settlement (Dookie & Singh, 2012:2; Kautzky & Tollman, 
2008:27). 
 
Should the model be included in training nurses of various categories and the multi-
disciplinary health team and allied health, it will strengthen decentralisation processes 
in the district health services, fostering community participation and engagement in 
facilitating mothers’ care of their preterm infants (Dookie & Singh, 2012:2, 3; Mareno 
& Patricia, 2014:85-88). As part of nursing education, traditional healers should be 
trained on the specific needs of preterm infants, with the result that they must also 
learn to facilitate mothers’ care of preterm infants in the informal settlement.  
 
6.6  FINAL CONCLUSIONS 
 
The research objectives have been met and value was added for mothers to care for 
their preterm infants in the informal settlement through the development of this model. 
Mothers caring for their preterm infants while living in an informal settlement, who 
started off being disempowered in caring for their infants in extremely challenging 
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circumstances, have the potential to become empowered if nurses implement this 
model.  
 
An overview of the research was provided in this final chapter and the limitations of 
the study were discussed. The model for facilitation of empowerment of mothers caring 
for their preterm infants while living in an informal settlement was considered as 
applicable for the professional body of knowledge in nursing. Recommendations were 
made for the application of the model as a framework of reference in nursing practice, 
nursing education and research, and a final conclusion was reached.  
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EPILOGUE 
 
‘I feel as if I have gone through a gate which will not allow me to go back to 
the place where I used to live. To me, going through the gate symbolizes 
transformation’ 
-Dr. Wayne W. Dyer 
 
The above quote signifies my experience during this extraordinary journey.  
 
I remember the day after my first interview, which took place inside the informal 
settlement. When I arrived back home, I was overcome with gratitude for the tarred 
road leading to my home, the paving surrounding my house, being able to switch on 
my kettle with the push of one button, and drink coffee within five minutes.  
 
The experience I had during my very first interview, and the subsequent meetings, 
forever changed the way I look at my world. Not only my personal world, but my 
professional world as a Neonatal Intensive Care Registered Nurse, as well as my 
world as a lecturer teaching undergraduate and postbasic students working with 
mothers and infants. The first interview gave me the most life-changing experience, 
one I never would have experienced had I not had the privilege to enter the informal 
settlement, and enter the inside of a little mkukhu. 
 
During the first interview, it was raining softly. It had been raining for a few days 
already, but it didn’t bother me too much as I was armed with an umbrella. I travelled 
in my car. Arriving in the informal settlement, I had to meet the first participant at a 
central meeting point, as I could not identify her house. She knew that I would not be 
able to find her house, as it was based in an ally, and all the houses looked similar. 
The participant told me to meet her at a certain point which was easy to access and 
identifiable. 
 
I sat in my car, waiting at the agreed meeting point, when I saw her approaching my 
car. She had her baby wrapped in a blanket on her back, walking calmly on the gravel 
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road, under her small umbrella in the light rain. I invited her into my car, and she 
directed me to her home. On arrival at her home, I parked next to a flimsy fence 
surrounding her house, and three other mkukhus inside the same fenced-in area. The 
participants referred to the fenced area as a ‘plot’. All the residents of the mkukhus 
inside the plot were strangers to each other but live in extreme close proximity, sharing 
one portable toilet inside the fenced-in area.  
 
I remember the participant being very excited and proud to have me at her house.I got 
out of the car, being well-‘armed’ (I thought) with my nurse’s uniform, my nurse’s-bag 
(including my pen, notebook, digital recorder, baby product samples and a cool-drink 
for the participant to thank her for her time), wearing flat shoes (‘pumps’). The 
participant walked in front of me, leading me into her plot, towards her house. She 
jumped over little mud puddles in the gravel road next to her fence, stepping on certain 
stones familiarly, a big smile of eagerness on her face, baby still on her back. By then, 
it had stopped raining, but everything was drenched with water. Including the gravel 
road. I tried to follow her by overstepping the same mud puddles and stepping on the 
same stones she did. I missed a stone, and stepped ankle deep into the mud! When I 
pulled my foot back, my shoe remained behind in the mud. Mud enveloped my entire 
foot! In between my toes! Inside my shoe! Up to my ankle.  
 
Yes. I was shocked and embarrassed, but I was focused on not showing the 
participant that I was uncomfortable. I just stood there for a while: epaulettes on my 
shoulders, bag in the one hand, mud-shoe in the other hand, hopping on one foot, with 
the other mud-saturated foot in the air. Her neighbours watched the entire spectacle! 
No one laughed. No one was embarrassed. Because that was their normal!  
 
I decided to take off my other shoe, and proceeded towards the participant’s house to 
commence the interview. Barefoot. The participant gave me a cloth to wipe my feet 
and placed a little carpet under my feet when we were ready to start the interview. All 
the while, my senses were on alert: her little mkukhu was so beautiful and tidy inside! 
It seemed cosy and warm. The participant’s kitchen reminded me of my grandmother’s 
homely kitchen. The action of the participant placing the carpet under my feet 
surprised me: I never thought of protecting my bare feet on the cold floor. In my 
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opinion, I didn’t need it, and didn’t even consider it. But I realised the warmth, insight 
and respect she had in her heart by placing that carpet under my feet.  
 
Many other exceptionally humbling experiences happened to me on that first day and 
the subsequent days when I worked in the informal settlement. Meeting the 
gatekeeper was incredible: I was astonished by the authority she held in the informal 
settlement. Men and women, children and her colleagues respected her. The 
gatekeeper was a woman who held her community members upright; she gave them 
advice and direction. On a particular day when I visited the informal settlement, a field 
fire erupted, placing many mkukhus at risk for catching fire. The community waited for 
the gatekeeper to give instruction to form a line handing buckets filled with water to 
each other to put the fire out.  
 
The gatekeeper took me to participants who had social issues at home due to 
aggressive partners, alcoholism, severe poverty. The gatekeeper’s attempt to get a 
group of people together to start and cultivate a vegetable garden as a source of 
income for everyone involved to reduce hunger was an eye-opener for me. By the time 
I completed my fieldwork to continue writing up the study, my experience was mottled 
with guilt and sadness: I felt helpless to give solutions to improve conditions inside the 
informal settlement. I know my presence and enthusiasm to learn more about the 
people inside the informal settlement encouraged the gatekeeper and participants to 
improve their circumstances, within their own means. 
 
I had a visual idea how to develop the model, demonstrating the process of facilitation 
of empowerment. However, following the principles of model development was 
difficult. I experienced having to pull myself away from the people in the informal 
settlement, having to force myself to write facts, and develop a model as a framework 
of reference for nurses, to hopefully, ultimately, reduce the situation of 
disempowerment regarding mothers’ care of their preterm infants inside the informal 
settlement. I enjoyed writing the guidelines for the implementation of the model, 
however, the guidelines were written in a general manner to allow community clinic 
nurses to use their current policies and characteristics to facilitate mothers’ 
empowerment in caring for their preterm infants inside an informal settlement. I 
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envision developing specific training programmes for nurses working in informal 
settlement clinics regarding the implementation of the guidelines of the model. 
 
I am forever honoured to have had the opportunity to have gained access into the 
homes and the hearts of these mothers caring for their preterm infants in an informal 
settlement.  
 
I am forever grateful.  
 
And I am forever changed. 
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Annexure C: Information Letter 
 
DEPARTMENT OF NURSING SCIENCE 
RESEARCH STUDY INFORMATION LETTER 
 
____________________ 
Good Day 
My name is Alida S. Du Plessis. I WOULD LIKE TO INVITE YOU TO PARTICIPATE 
in a research study which will explore the lived experiences of mothers who gave birth to 
preterm infants, and caring for them in an informal settlement after discharge.  The title of the 
research is ‘A Model for Nurses to Facilitate Mothers’ Caring of their Preterm Infants in 
an Informal Settlement, Gauteng’. 
Before you decide to participate in the research study, or not, I would like to explain to you 
why the research is being done and what it will involve for you.  I will go through the 
information letter with you and answer all questions you might have. This should take 
about 10 to 20 minutes. The study is part of a research project being completed as a requirement 
for a Doctoral Degree in Neonatal Nursing, through the University of Johannesburg. 
THE PURPOSE OF THIS STUDY is to develop a model for nurses to facilitate mothers’ 
caring of their preterm infants whilst living in informal settlements in Gauteng. The model will 
be developed from the results in exploring the lived experiences of the mothers who 
participated in the research.     
Below, I have compiled a set of questions and answers that I believe will assist you in 
understanding the relevant details of participating in this research study. Please read through 
these, and should you have any further questions, I will gladly answer them for you: 
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DO I HAVE TO TAKE PART? No, you do not have to take part in the research study. You 
are free to decide whether to participate or not. I will describe the study and go through this 
information sheet. Should you agree to participate in this research, I will require from you to 
sign the consent form. 
WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? 
Should you decide to take part in this research study, you can decide if you want to allow me 
into your house to meet with you to share with me your experiences and feelings you had in 
the days after you brought your baby home from the hospital. I will make appointments with 
you to meet you where it suits you best. I request your permission to record our conversations 
for the purpose of recordkeeping for the research on an audio-recorder. You will have access 
to these recordings as well.  Data will be stored in a locked cabinet in printed copy, as well as 
stored electronically in password protected folders.  Only myself and my research supervisors 
will have access to the data.  The data and all related sources will be destroyed 2 years after 
publication of the study.  I will make notes in my notebook while you share your experiences 
to ensure that I do not lose your valuable input. I will make notes in this notebook of things I 
here and observe. Should it occur that you remember feelings and experiences when you had 
to care for your (then) preterm baby outside our scheduled visits, you can make a note in a 
notebook that I will provide for you, and we can discuss it when we meet again. You are 
welcome to share as much information regarding your experiences in caring for your baby with 
me. 
WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? Should 
you decide to participate in the research, you are completely free to withdraw you consent at 
any time without giving any reason and without any consequences. If you wish to withdraw 
your consent, you must inform me as soon as possible please.   
IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR 
PAYMENT DUE TO ME? As I will visit you at the place where it will suit you best, I will 
travel to you, implying that you should not have any expenses. I will provide refreshments 
during our scheduled visits. 
WILL THERE BE ANY RISKS INVOLVED WHEN I PARTICIPATE IN THE 
RESEARCH? Due to the nature of the research, I do not anticipate risks.  However, as you 
will remember your experiences and feelings when you had to care for your preterm infant 
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whilst living in the informal settlement, you might be at risk of reliving the feelings and 
experiences you had when you had to care for your (then) preterm infant.  
WILL THERE BE ANY BENEFITS INVOLVED WHEN I PARTICIPATE IN THE 
RESEARCH?  There are no direct benefits for you participating in this research.   
WILL MY PARTICIPATION IN THIS STUDY BE KEPT CONFIDENTIAL? Yes. I will 
by all means protect you and your baby’s identity by not revealing your names, address or 
personal information to anyone. Names on the audio-recordings will be transcribed using 
allocated codes per participant. All data and back-ups of the recordings and field notes will be 
kept in password protected folders and locked away as applicable.  Only myself or my research 
supervisor will be authorized to use and/or disclose your confidential information relevant to 
this research study.  Any other person wishing to work with your data as part of the research 
process (like the independent data coder), will be required to sign a confidentiality agreement 
before being allowed to do so. Confidential information means that your personal information 
will not be recorded anywhere, other than this research, by me.  
WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The results 
will be written into a research report that will be assessed. In some cases, results may also be 
published in a scientific journal. In either case, you will not be identifiable in any documents, 
reports or publications. You will be given access to the study results if you would like to see 
them, by contacting me. All recordings will be destroyed two years after publication of the 
research. 
WHO IS ORGANISING AND FUNDING THE STUDY?  The study is being organized by 
me, under the guidance of my research supervisor at the Department of Nursing, in the 
University of Johannesburg. At this present moment, the study has not received any funding, 
however, I will continue to apply for funding.  
WHO HAS REVIEWED AND APPROVED THIS STUDY?  Before this study was allowed 
to start, it was reviewed in order to protect your interests. This review was done first by the 
Department of Nursing, and then secondly by the Faculty of Health Sciences Research Ethics 
Committee at the University of Johannesburg. In both cases, the study was approved. 
WHAT IF THERE IS A PROBLEM DURING THE RESEARCH? If you have any 
concerns or complaints about this research study, its procedures or risks and benefits, you 
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should ask me. You should contact me at any time if you feel you have any concerns about 
being a part of this study. My contact details are: 
Alida S. Du Plessis 
Tel:  011/559-6783 
Cell:  0741119927 
Email:  alidadp@uj.ac.za  
Email:  ukuphilababyclinic@gmail.com  
 
You may also contact my research supervisor: 
Professor Marie Poggenpoel 
Tel:  011/559-6686  
Email:  mariep@uj.ac.za  
If you feel that any questions or complaints regarding your participation in this study have not 
been dealt with adequately, you may contact the Chairperson of the Faculty of Health Sciences 
Research Ethics Committee at the University of Johannesburg: 
Professor Marie Poggenpoel 
Tel:  011/559-6686  
Email:  mariep@uj.ac.za 
FURTHER INFORMATION AND CONTACT DETAILS:  Should you wish to have more 
specific information about this research project information, have any questions, concerns or 
complaints about this research study, its procedure, risks and benefits, you should communicate 
with me using any of the contact details give above. 
 
Researcher: 
A.S. Du Plessis 
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DEPARTMENT OF NURSING SCIENCE 
RESEARCH CONSENT FORM 
 
A Model to Facilitate Mothers’ Caring of their Preterm Infants in an Informal 
Settlement, Gauteng 
 
Please initial each box below: 
I confirm that I have read and understand the information letter dated 
_________________________, as it appears on the information sheet, for the 
above study.  I have had the opportunity to consider the information, ask questions and have 
had these answered satisfactorily. 
I understand that my participation is voluntary and that I am free to withdraw 
from this study at any time without giving any reason and without any 
consequences to me. 
I agree to take part in the above study. 
 
 
_____________________  __________________________ ______________ 
Name of Participant   Signature of Participant  Date 
 
_____________________  _________________________ ______________ 
Name of Researcher   Signature of Researcher  Date 
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DEPARTMENT OF NURSING SCIENCE 
RESEARCH CONSENT FORM FOR INTERVIEWS TO BE AUDIO-RECORDED 
 
A Model to Facilitate Mothers’ Caring of their Preterm Infants in an Informal 
Settlement, Gauteng 
 
Please initial each box below: 
I hereby give consent for my interview, conducted as part of the above study, 
to be audio-recorded. 
I understand that my personal details and identifying data will be changed in 
order to protect me and my baby’s identity.  The audio-recordings used for 
my interview will be destroyed two years after publication of the research. 
I have read this consent form and have been given the opportunity to ask 
questions. 
 
 
_____________________  __________________________ ______________ 
Name of Participant   Signature of Participant  Date 
 
_____________________  _________________________ ______________ 
Name of Researcher   Signature of Researcher  Date 
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DEPARTMENT OF NURSING SCIENCE 
RESEARCH CONSENT FORM FOR TAKING PHOTOS OF THE PARTICIPANT’S 
LIVING ENVIRONMENT 
 
A Model to Facilitate Mothers’ Caring of their Preterm Infants in an Informal 
Settlement, Gauteng 
Please initial each box below: 
I hereby give consent for my living environment, conducted as part of the 
above study, to be photographed. 
 
I understand that no photos will be taken of me or my baby in person in 
order to protect me and my baby’s identity.  The photographs used for 
my interview will be destroyed two years after publication of the 
research. 
I have read this consent form and have been given the opportunity to ask 
questions. 
 
_____________________  __________________________ ______________ 
Name of Participant   Signature of Participant  Date 
 
_____________________  _________________________ ______________ 
Name of Researcher   Signature of Researcher  Date 
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Annexure D: Transcriber Confidentiality Agreement 
 
DEPARTMENT OF NURSING SCIENCE 
TRANSCRIBER: RESEARCH CONFIDENTIALITY FORM 
 
A Model to Facilitate Mothers’ Caring of their Preterm Infants in an Informal 
Settlement, Gauteng 
 
 
I, _______________________________hereby undertake that all data in the audio-recordings 
will be managed confidentially by using an access code in the emails to send transcripts 
between the researcher and myself. I will not share any content with any other party. 
 
 
 
_____________________  __________________________ ______________ 
Name of Transcriber  Signature of Transcriber  Date 
 
_____________________  _________________________ ______________ 
Name of Researcher   Signature of Researcher  Date 
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Annexure E: Translator Confidentiality Agreement 
 
DEPARTMENT OF NURSING SCIENCE 
TRANSLATOR: RESEARCH CONFIDENTIALITY FORM 
 
A Model to Facilitate Mothers’ Caring of their Preterm Infants in an Informal 
Settlement, Gauteng 
 
 
I, _______________________________hereby undertake that all data in the transcriptions 
will be managed confidentially by using an access code in the emails to send transcripts 
between the researcher and myself. I will not share any content with any other party. 
 
 
 
_____________________  __________________________ ______________ 
Name of Translator   Signature of Translator  Date 
 
_____________________  _________________________ ______________ 
Name of Researcher   Signature of Researcher  Date 
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Annexure F:  Sample Interview 
 
PARTIAL TRANSCRIPTION OF Participant 6 
DATE OF AUDIO  : 24 June 2017 
LENGTH OF AUDIO  26:40 
TRANSCRIBER NAME :  CYBER TRANSCRIPTION 
Updated   : 24 August 2017 
TRANSCRIPTION LEGEND RESEARCHER (R) 
     Mother (Participant 6) 
     Father Interpreter (I) 
The father of the preterm baby was at home, and acted as the interpreter for the 
participant. He added value to the feedback as he experienced caring for the baby 
too. 
The translator translated the African conversation into English and her translation 
was demonstrated in brackets, in bold letters. 
Field notes recorded by the researcher were recorded in brackets, not in bold letters. 
R Mr and Mrs Dlamini, Josia and Maria, thank you for allowing me the time 
to come to your house like I said earlier, I am very thankful that you allow 
me.  I know I am stranger and I explained to you why I want to do an 
interview with you and that is to find out from you how it is and how it 
was to care for your baby at home living in a township.   
Participant 6 So ke boe eng SeSotho? (So should I talk in Sesotho?) 
I Boa siZulu (No speak in Zulu) (The husband talked directly to the 
mother of the preterm infant) 
R Anything.(The researcher could understand slightly what was conversed 
between the husband and participant). 
I Oh. 
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R Ja and then Josia will translate. So just be comfortable. 
MoP So kethotse ngwana ka 7 months kamathola ko Kopanong Hospital, 
ngwana ahlaha agabuhile mokgobong banka bangomela ko Bara 
Hospital,  alula ka Bara Hospital kagolwa odoste 2 months ko Bara 
Hospital atswa bamo gotlisetsa Kopanong Hospital, astwa Kopanong 
Hospital atla hae kalula kamohlokomete hore asathola hobata hane 
kemohlapisa neke kwala lemati ke besa stofo hofuthomale , 
kemohlapise kemophuthela adule afuthumetse. Ana akula ansta 
ansokodisa jwalo athwarwa kesifuba nako golenyana le nou sefuba 
sentshe semorata,ana ahola aye asokodisa aya Hospital atswa 
athwarwa kesifuba, tsiki ya hae kesifuba, athwarwe ke tsiki engwe 
hanthle lesifuba, kisifuba fela semo thwarang.  (So I got the baby when 
I was 7 months, I got him at Kopanong Hospital, he appeared with 
a hole in the stomach and then they transferred me to Bara 
Hospital. The baby stayed at Bara Hospital, I believe he stayed for 
2 months at Bara Hospital, he came out and was transferred back 
to Kopanong Hospital, he came out of Kopanong Hospital and 
came back home and I took care of him so that he doesn’t get cold, 
when I bathed him I used to close the door and switch on the stove 
to make the house warm, I would bath him and wrap him so that he 
stays warm.  He grew up giving me problems, he would have a cold 
time and time again even now the cold likes him. He grew and gave 
me problems, going to hospital and out, having the cold, his illness 
is the cold, he doesn’t get other illnesses besides the cold, he only 
gets the cold).  
R Okay Josia? (Researcher looked at the interpreter to explain what 
Participant 6 said) 
I Uhh she said she get this child about, with seven months… 
R …pregnancy? 
I Yes.   
R Okay? 
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I And then from there the child was open here in the front (the father 
showed to his own abdominal area). 
R Okay? 
I And then they took the child to Baragwanath hospital.  From 
Baragwanath he stay there about few weeks, then they discharge him 
and then he come back home. They give him a treatment for Kopanong 
hospital. 
R Okay? 
I And then every time when you, we bath him we must close the door it 
must always be hot in the house, but now here we can’t get those hot.  
And then we was trying always to take a blanket to, to make it warm 
always and always must eat fresh food always.  And then until now he 
has got eight years now, but the only problem he has got in his life, 
always he is getting the flu.  Always, always.  He is getting a flu, his 
problem always.  And then when the weather is not good, and then also 
he has got a problem and we must make it always, always it must be….  
Participant 6 …warm… 
I …warm always 
R If I can go back to the time when he was a baby and you brought him 
back, were you taught in the hospital how you had to take care for him 
here in the township?   Did they tell you what you must do? 
I Bahojwetsitse hore tlameile omo thware jwang he ofehla mo? (Did they 
tell you how to take care of him when you get there?) 
Participant 6 Eya bang jwetsitse hore kemotshware hore aseke athola serame, 
afuthumale alule afuthometse, E so lenna ka eetsa jwalo, neke etsa sure 
hore olula afuthumetse asathola hobata,mariya so neke sa mo ntšetsi 
kantle,nalula ale ntlong. (Yes they told me how to take care of him 
that he must not get the cold, be warm, stay warm. Yes so I did that, 
I made sure that he stays warm and not get the cold. Winter I didn’t 
take him out, he stayed in the house) 
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R Help me Josia?  What did she say? 
I Even the winter, he said they told him you must always, you must always 
keep him in the warm place and then in the summer time that is, he 
didn’t, he didn’t take him out.  He was always sitting in the house.  Now 
he is just now because it's a little bit growing.  Now he can go outside 
even summer like. 
R Why?  Why did  you do that? (Researcher looked at Participant 6 when 
question was asked) 
Participant 6 Because omonyane.(Because he is small ) 
I Because the ...(laughing)  
Participant 6 He was small. 
I He said he was a problem maybe about the operation, must always be 
in the warm place because when he is getting the cold he is always sick, 
flu, and then he is crying about the stomach sometimes.  He is getting 
some pains sometimes. 
R Even still today he is getting the pains? 
I Yes. 
R Okay. When you brought him back from the hospital, did you stay in the 
hospital, did they teach you in the hospital to give him food, to give him 
medicine? 
Participant 6 Uhuh.(Participant 6 shook her head in denial indicating ‘no’). 
R Did you go every day, you take taxi, you go visit every day? 
Participant 6 Mmmm.(Nodded her head in acknowledgement: ‘yes’). 
R So you didn’t ‘dula fatse’ (sit / stay over) in the hospital? 
I Because she was going, always she was going like on Sunday, I was 
going with him on Sunday and then we go again on Wednesday and 
then Friday. 
R Why did you do that?  Only on a Sunday and a Wednesday.  
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I Because, you see its too far away. 
Participant 6 Because ene ele hole, ene elehole Bara Hospital nekesagone ho ea 
mehla e, kenna ha keyile Monday, Tuesday, ha ke ee, ha kea laboraru, 
ha keyile laburaru, kalabone hake ee, kea labohlanu, jwalojwalo. 
(Because it was far. It was far Bara Hospital. I couldn’t go everyday. 
I go Monday, Tuesday I am not going, I go Wednesday, if I go 
Wednesday, Thursday I am not going, just like that).  
I It's too far away. 
R Ja so you skipped the days: 
Participant 6 Ehh (Yes) 
R Okay but why did you do it like that?  It's far?  Baragwanath is far? 
Participant 6 Ehh it's far. Ne ke se na chelate ende o ne a sa  sebetse.(I didn’t have 
money and he wasn’t working)  
I The problem, the problem was finances. 
R Okay so it was because of the finance.  And how did you feel that you 
couldn’t visit your baby often? 
Participant 6 Yoh ne kutlwa bohloko ha holo mara ne honale Sister enekeyifonela 
koBara angshebela yena hake satla, afone anjwetse hore ngwana o 
right.(Yoh it was so painfull but there was a Sister I used to call at 
Bara when I didn’t go, she would call me and tell me if the baby is 
alright). 
I She said it was very painful because he wasn’t see his baby each and 
every day. 
R Mmmm ja. (The researcher acknowledged what the mother said. She 
heard the same statement from other participants too). 
I He was seeing it part-time. 
R How much did Talitso weigh after birth? 
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Participant 6 (Inaudible) Ha kesa hopola mara ohlahile alemoholo nyana, 2 
something.(I don’t remember but he came a little bit big, 2-
something). 
R Was it two point something?  And, so you had to travel every other day 
to go to the hospital? 
Participant 6 Mmmm (Mother nodded her head in agreement). 
R And when you go to the hospital how long did you ‘dula fatse’ (sit / stay 
over) next to his bed to visit? 
Participant 6 Ne re fihla hoseng kabo eight,neritswa mo kaboma three kapa ka four.  
(We arrived in the morning at 8,we would leave the house at about 
3 or 4). 
R Okay.  Then did you have to come back three times or you wait there at 
the hospital? 
I Ja he must wait. 
R For visiting time? 
Participant 6 Ne kilula sepetlela ho fihlela kaboma 4. (I would stay at the hospital 
until at about 4) 
I She is waiting there until four o’clock. 
R And then when you go to his bed where he was lying, the baby, did, did 
you change the nappy, did you bath him?  Did you give medicine?  Or 
what did you do? When you were sitting there? 
Participant 6 Ne re bachencha dipampers fela ne re saba hlapisi.(We would only 
change their pampers, we didn’t bath them).  
I He didn’t wash them he just changed the pampers only. 
R Okay and then when you were in the hospital, when he was still in the 
hospital did they ever teach you about washing the hands, your hands? 
Participant 6 Mmmm (nodded her head slowly up and down). 
R Did they teach you the hand washing? 
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Participant 6 Mmmm (nodding her head up and down) 
R What did they teach you? 
Participant 6 Ne ba re ruta hore before othwara ngwana ohlape matsoho ende ne re 
rwala lehlohong(in-audible)  re tene dintho tse tsa mo,ohlape matsoho 
othware ngwana omochinche,ohlape matsoho omonyantshe.(We were 
taught that before you hold the baby you wash your hands and we 
would cover our heads, put the things we wear here, wash hands 
and change the baby, wash hands and breastfeed him) 
R Okay yes will you just translate that, I understand what she says but I 
want it on the record. 
I Yes because they teach them to wash their hands before they touch the 
baby and then they must wear something, a hat, so that the hair mustn’t 
go forward and then they can change them. 
R Okay. Why did they teach you that, to wash the hands? 
I Ha ba hlalosa hore….?(Did they explain that….?) 
MoP Hayi habanhlalosetsa hore…(No they didn’t explain that…) 
I They didn’t explain why. 
R Okay and then when when you brought Talitso home did you still 
continue to wash your hands before you touch him? 
I Mmmm (Mother nodded her head in acknowledgement). 
R Why? 
I Ache akere ne se ketloaeste hore ke before kemothwara ketlameile 
kehlatswe matsoho.(No I was used to washing my hands before I 
hold him). 
I ...(laughing) (whilst nodding his head in agreement). 
R She got used to it? (Smiling when asking). 
Participant 6 Mmmm (nodded head in agreement). 
 250 
I Ehh (yes). 
R Is that what she says? 
I Yes. 
R Okay.  And was it easy to wash your hands before you had to do 
something for him?  Here in the house? 
Participant 6 Mmmm (nodded her head in agreement). 
R Do you have a tap in the house? 
I No. 
R So what did you do to get water in the house? 
I We must carry a wheelbarrow, I must carry wheelbarrow and go and 
fetch for them some water. 
R Every day? 
Participant 6 Mmmm (nodded her head in agreement). 
I Every day. 
R Okay. 
I Every morning. 
R Okay and then if the water is cold, did Talitso cry?  Or what did you do 
to make the water warm? 
Participant 6 Kea besa stove. (I make fire for the stove) 
R Okay. And this is the stove ne? (showed to the primar stove inside the 
house). 
I Yes. 
R Okay and where does the smoke for the stove go out? 
Participant 6 Mmmm (nodded her head in acknowledgement). 
I Outside. 
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R It goes outside?  It doesn’t come inside the house? 
I No some, sometimes it comes in you see like this. 
Participant 6 Sometimes. 
R Oh, I understand.  But, and when you had to warm the water with the 
stove, that time, even today, were you worried about Talitso’s chest? 
Participant 6 Mmmm (nodded her head in agreement). 
R Why?  
Participant 6 Ke nahana hore mmusi ono omokena kanko hobane one a le monyane 
ankere ende ne hosena ntho neketlayetsa ende kepheha leka pramas 
stove wabona,mmm jwale semoko se sapramas stove samokena ende 
kebona nkare kentho emobaketseng lesefuba  eu. (I think that the 
smoke entered his nose because he was still young and there was 
nothing I could’ve done and I was using the primas stove you see 
,mmm so the smoke from the primar stove entered him and I think 
that’s what caused him to have flu) 
R Mmmm.  And then what did you do?  To prevent him from breathing 
that? 
Participant 6 Eish …Tlameyile ankere akephehile…ake tloyitima keyintshe ke beha 
kantle keyitimela kantle. ((Sighed) When I have cooked I must, when 
I have to turn it off I take it out and turn it off outside) 
R Help me? (Researcher looked at the interpreter/father and asked him to 
interpret). 
I Because before, before he is going to his cooking, when he is finished 
to cook, he must take the primar stove outside and switch it off.  And 
then ...[inaudible]  
R For that smoke? 
I Ehh (yes) for the smoke.  
R Okay? 
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I It must be outside. 
R Okay? 
I And it's not, it was not safe for him also.  
R Why? 
I Because the primar stove is very dangerous. 
R Why? 
I Because when he is carrying maybe a paraffin can go out and it can 
make a flame, sometimes it can burn a house.  
R Shoo, especially when you have a small baby in the house hey? 
I Yes.   
R Ja. 
I And always, even now, my wife must cook before, before the school is 
coming out because when late, you can’t cook inside the house, 
because that, that guy always he has got the flu.  Now we are trying to 
protect him. 
R Ja? 
I Because we have got no electric to cook you see. 
R Ja, ja (yes) did you use the ‘skiki’ (container to use at night to collect 
urine) in the house also for toilet? 
Participant 6 Ehh.(Yes) 
R Okay, and the time when he was baby was, were you worried about  the 
‘skiki’ in the house?  Or not? 
I One owara kasona ha a selemonyane? (Were you worried when he 
was still young?) 
R For hygiene? (The researcher could understand the African language 
slightly, added these words to ensure the interpreter gives the correct 
message to the participant). 
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Participant 6 Ehh neke wara kahobane moroto wankha kanako engwe ankere. (Yes I 
was worried because urine smells sometimes). 
R Okay what does she say? 
I He was worried because urine is smelling always. 
R Okay. 
I And the baby is, he feel for the chest.  
R Okay and the toilet, the VIP toilet that you have outside, how many 
people are sharing this toilet? 
Participant 6 Two, four. 
I2 Four people.  Without our children. 
R Oh his four homes, four families? 
I2 Yes.  
R So how many people all together, for the one toilet. 
Participant 6 Jo reba kae? (Jo how many are we?) 
I It's around eight. 
Participant 6 Ka golwa eight.(I believe eight ) 
I Eight or nine. 
R Okay and then do you have a routine that the homes take shares to 
clean the toilet? Or who cleans the toilet? 
Participant 6 It's me.   
R Only you? 
Participant 6 Yes. 
I Yes. 
R Why? 
Participant 6 Because bafeili ankere (Because they are dirty) 
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I And the other, the other people they ...(laughing) they don’t clean and 
us we have got a small child like now, that guy, Talitso has got 5 years, 
he is going also inside the toilet. 
R Mmmm? 
I You know his mother, his mother must always check the toilet, it must 
be clean.   
R Mmmm, but that’s very clever, she is very clever, well done, Maria really.  
Really you are very good mother.  I want to know the time when he was 
a baby, what else made you worry about your baby when you brought 
him home?  Think of that time? 
I Nthwe ene eho worisa haholo kanako e one otla ka hae mona le eena,ke 
efeng ? (The thing that made you worry the most the time you came 
here at home with him, what is it? 
Participant 6 Kemo mokhukhu because kelula mokhukhung hoa bata,ne ke woriswa 
kentho eo ka hobane kea mokhukhung and hoa bata akena electric, ke 
layita ka kerese, kepheha kaprama stove, ehh ende hoa bata wa utloa 
lewena hore hoa bata ka mokhuhung? (It is the shack because living 
I live in a shack it is cold, I was worried about that thing because 
the shack is cold, I have no electricity, I light a candle, I use a prima 
stove to cook, ehh and its cold you can feel it yourself here in the 
shack?) 
I He said he was worried about the house, it's not in a good condition, and 
then about primas stove and it's cold, but there is no way we can do. We 
have to bring it home because no place to take him to stay, he must stay 
with us.   
R Do you not have family with a RDP house? Or a house, another house? 
I No. 
R So you couldn’t go? 
I My mother is staying at Free State.  Now it was too far for me in the Free 
State, because we have got another child going to school also, we must 
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be close with, you know to take the child to Free State, it's, and then we 
don’t have that money to send him money for food also. 
R Ja? 
I That side.  This side is better because if we are eating something we are 
eating together. 
R Mmmm you, how was your, your financial situation that time when you 
brought Talitso home?  Did you work both of you? 
I Uhuh (nodded her head in disagreement). 
I No. 
R Both of you didn’t work? 
I No. 
R And how did you afford to stay alive. 
I No you see sometimes what I was doing I have got a piece job, like now, 
maybe sometimes another one is phoning me I am going to, to do a 
piece job and then I have to, that money to budget that money, so that 
Talitso’s mother can go to visit, sometimes even me I didn’t 
...[intervened]  
Participant 6 …And le Lebo nagola grant.(And even Lebo got the grant). 
I Even that other one was ...[inaudible]  
R Oh you get grant? 
I Ja other one was having a grant also.  Now we have to use that money 
to go that side to check Talitso that side. 
R So what was your, since Talitso was born and he was born premature 
and he had the extra illness of the stomach, what was your extra 
expenses those years, if you think back of those years, what was your 
extra expenses? 
I It was very terrible because we didn’t have even a clothes, even the 
shoes, because that money we supposed to used it we must buy a food, 
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maybe if you have got a mielie meal you know you can buy milk.  
Something to eat.  Now ai, it was very very terrible. But now ...[inaudible] 
is little bit better now because now, he is, he is now big, because that 
time we supposed to buy a milk also. 
R What milk, I wanted to ask you, did you breast feed him? 
Participant 6 Uhuh (Nodded her head in disagreement). 
I Uhuh (Confirmed by nodding his head in disagreement). 
R You can switch off your light, you don’t have to use your electricity Maria, 
it, I am fine with that.  Then you can save it for later.(Researcher was 
distracted with the light burning in the house in daylight. She knew that 
the participant could have saved the electricity for cooking). 
I Yes. (The father stood up and switch off the light). 
R I want to know, did you breastfeed him? 
Participant 6 Uhuh (Nodded her head in disagreement). 
I Uhuh (Confirmed by nodding his head in disagreement). 
R Okay so you give him formula milk? 
Participant 6 Mmmm (Nodded head up and down in agreement). 
R And who bought that?  How did you buy it? 
I It was me ...(laughing) . 
R Yoh!  Okay? 
I It was me, I was always trying ...[intervened]  
Participant 6 …Lebese, pampers.(Milk,pampers). 
R Ja because pampers is expensive and the travelling to go to the hospital 
was very expensive I am sure? 
I Very expensive. 
R And then the bottles, for formula milk, how did you, did they teach you to 
wash those bottles?  And to sterilise those bottles? 
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Participant 6 Ore nebare rota jwang hore re hlastoe jwang? Ene ere ngwana aqeta 
honyanya ankere, okenya kametsing alow otšele biki yantho ya 
sesepa,oye hlastoe oye tsokoste ibeskoon  he otšele lebese he. (She 
asking how they taught us to wash? When the baby finishes 
sucking right, you put it in warm water and pour a bit of soap, wash 
it, rinse to be clean, pure the milk then? 
R Mmmm just explain to me? 
I We must, they said when the baby is finished to drink the milk, you must 
put it a warm water and a soap to wash it with that thing inside. 
R Okay? 
I And then from there you must get the clean water to ‘spoel’ (rinse) it and 
then from there it can put another milk in. 
R Ja and then if I, I can just imagine, and you must help me if I am correct 
or not.  If you had to wash the bottle with warm water, you had to first 
cook it on the stove? 
Participant 6 Mmmm (nodded head in agreement). 
I Yes. 
R Was it lots of work? 
Participant 6 Mmmm always, I put …ne ke beha ketlela yametsi ya mesti a chesang 
ilule ilutsi mono.(I would put a kettle of hot water so that it stays 
there). 
I You see the whole day you must, the fire must always be there.  Because 
you must always put the kettle there for the water.  When the baby is 
hungry you must make a food. 
R Ja and did anyone ever teach you how to, how to prepare the bottles 
and boil the water or did you teach yourself. 
Participant 6 I teach myself.  
R So in the hospital they didn’t teach you? 
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I (The father’s phone rang) A rekopane tlasa brigde da .(Lets meet under 
the bridge). (He was talking to someone on the phone). 
R Why didn’t they?  Why did they not teach you? 
Participant 6 Ha ke tsebe (I do not know). 
R And then did he ever get ill from the bottles?  From the formula milk? 
I No.  (Not on the phone anymore). 
R I am going to ask the questions just to put it on record quickly but you 
can tell me if there is anything. (Researcher sensed that the couple 
wanted to end the conversation as the father was walking around in the 
house looking for something). 
I Okay. 
R Okay, your home language is Zulu? 
Participant 6 Mmmm. 
R Okay so financially you are getting money from the grant hey? 
Participant 6 Mmmm (nodded head in agreement). 
I Yes. 
R For two children now? 
Participant 6 Mmmm (nodded head in agreement). 
R But the time when Talitso was small?  You only had one grant hey? 
Participant 6 Mmmm (nodded head in agreement). 
R How long have you lived in this house? 
Participant 6 Shoo 2003.   
R Okay, why did you move to Sicelo? 
Participant 6 Why did we move? 
R  Ehh (yes). 
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Participant 6 Because …because moo ne re lula teng was pay a rent and there was 
no money.(because where we were staying was pay a rent and there 
was no money). 
R Okay so you were paying rent somewhere else? 
Participant 6 Mmmm (nodded head in agreement). 
R And your family on either side, you or Josia, did you have family and 
friends that supported you at the time when Talitso was very small. 
Participant 6 Ja my mother was support me. 
R How did she support you? 
Participant 6 He come to visit and see the child. 
R Okay, and your friends? 
Participant 6 Ja, Se shebe ka bhekeng.(Look for it in the bag) (She was talking to 
her husband as he was looking for something in the house). 
R Okay. Are you alright? (The researcher spoke to the father directly as he 
was busy in the house). 
I Yes. 
R Do you want us to stop the interview?  (Both seemed distracted). 
I Ja I am okay but I must go somewhere now, they phone me to do some 
piece job. 
R Okay anything else that you want me to say?  Or to ask? 
Participant 6 No. 
I  No I am alright. 
R Okay I am going to switch off the recorder.  Thank you for your time. 
END OF RECORDING 
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Annexure G: Independent Coder Report 
A model for nurses to facilitate mothers caring of their preterm infants in an informal 
settlement, Gauteng 
How is it to care for a baby, living in the township? 
Student: Ida du Plessis  
(UJ Neonatal, Doctoral, 0741119927, alidadp@uj.ac.za) 
Sep. 2017 
Coding: Dr Douline Minnaar 
The process 
With the assistance of an interpreter, the researcher conducted 10 interviews with participants. 
Data saturation was obtained. 
It proved to be a time-consuming process to conduct the interviews in the townships, working 
with an interpreter, but the researcher showed great patience and respect towards the 
participants in obtaining the relevant data.  
Most participants did not complete their schooling and could not always understand the 
questions. The researcher then adapted her questions into simpler and clearer language. The 
answers that were shared were also conveyed in a very basic and simple way. This should be 
kept in mind when facilitating mothers caring of their preterm infants in townships. 
Some of the mothers delivered their babies at home and only arrived at the hospital after 
giving birth. In some cases’, the ambulances did not arrive after they have been called, while 
the mother’s distress with the birth process already started too early and without nursing or 
medical assistance. 
It seems that the babies were discharged from the hospital when the nurses thought that “the 
baby seems to be all right”. The mothers were scarcely prepared for the challenges awaiting 
them once at home alone with their babies. 
The main theme follows. 
The main theme 
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The mothers experience a double burden by trying to take special care of the preterm 
baby while facing a multitude of poor living condition challenges on a daily basis. The 
mothers have various needs that must be addressed to improve the babies’, as well as 
the mothers’, wellbeing. 
THEMES CATEGORIES Quotes 
The mothers experience a 
double burden by trying 
to take special care of the 
preterm baby while facing 
a multitude of poor living 
condition challenges on a 
daily basis 
The mothers’ affective 
responses 
It was difficult for the 
mothers to express their 
feelings; however, by 
sharing some of their 
thoughts, it became evident 
that they experience the 
following feelings: 
- scared of taking care of
such a small baby and that
the baby could be harmed;
- worried about how to
make ends meet
financially because of
fluctuating income;
- feel unsupported and
alone with the baby,
leading to anxiety and
insecurity;
- angry because of the early
birth and that they did not
carry their babies full term;
and
- guilty about their possible
actions that could have led
to the premature birth.
The demands of properly 
caring for the baby are 
higher than the limited 
resources available to the 
mother. These demands 
include 
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- sufficient ventilation and
fresh air,
- to be kept warm and
comfortable,
- to go for follow-ups by
primary health care
professionals on a regular
basis,
- to have the baby monitored
to determine whether
sufficient growth has taken
place and to respond if
not,
- to be protected against
HIV exposure from the
mother,
- to be cared for close to a
water tap with clean water,
- to have good quality
feedings if breastfeeding is
not an option,
- to be cared for in a good
hygienic environment, with
the mother’s or carer’s
personal hygiene being
pristine,
- to be taken care of by an
informed, loving and
responsible person, and
- to be protected against
hazardous weather
conditions.
Poor living conditions 
include the following: 
- inadequate ventilation due
to smoke from indoor and
outdoor fires and paraffin
stoves;
- the houses are mainly
irrigated iron or “Amazink”
and are full of holes.
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Therefore, it can get very 
cold inside; 
- a lack of clothes and
enough blankets;
- a lack of transport to
clinics;
- a lack of money for
transportation to health
services;
- inaccessibility of clinics
due to its distances from
the townships and bad
roads;
- a lack of general health
knowledge and thus a lack
of knowledge about taking
care of the baby in general
and protecting the baby
against HIV exposure;
- the use of a communal
water tap due to lacking a
private tap to maintain
personal and house
hygiene;
- a lack of money to buy
high-quality baby food;
- a lack of sufficient
protection against severe
weather conditions;
- a lack of sanitation; the
ratio of people using one
toilet is too high;
- the use of illegal electricity;
- the risk of fires due to
dense housing and
cooking with fire and
paraffin; and
- the presence of crime and
therefore limited
movement.
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The mothers have various 
needs that must be 
addressed to improve the 
babies’, as well as the 
mothers’, wellbeing 
The needs include 
educational needs, 
personal needs, social 
support as well as 
Government support. 
Personal needs 
- To acknowledge the
mothers’ feelings
- To explain the reason/s for
the premature birth to the
mother when she suffers
from feelings of guilt
- To attend to her health
needs holistically as well
Educational needs have to 
be addressed by 
interpreting in the 
mother’s home language if 
it differs from the nurse’s. 
The mother must practice 
what she has been taught 
so that the nurse can 
guide the mother where 
necessary to explain, 
- what a preterm baby is,
- the growth card to the
mother and father,
- how to avoid risks in the
township environment,
- the needs of the baby
holistically,
- and show how to maintain
hygiene,
- and show how to bath and
feed the baby,
- and show the father and
mother how to apply
Kangaroo care,
- and show how to improve
ventilation in the house,
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- and show how to keep the
baby warm and
comfortable, and
- the importance of timely
follow-up appointments.
Support from the health 
care professionals 
- It starts in hospital with the
birth, while admitted and
then at discharge.
The primary health care 
professionals at the clinics 
must be extra sensitive in 
treating these mothers and 
babies. 
Social support 
- If the father is still
involved, his support and
practical help
- If the father disappeared,
assistance with regard to
obtaining maintenance
from him
- The need for assistance to
receive social grants
- The need for family and
community support to
lighten the burden
- The need for an employer
who will understand the
mothers’ concern and
absence when the baby
falls ill
The mothers’ needs from 
Government 
- To establish primary
health care facilities closer
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to the citizens where 
needed  
- To provide mobile clinics
- To have proper access to
ambulances and the fire-
brigade and for them to
drive in the townships
without being attacked
- To have proper
infrastructure such as
clean water and basic
sanitation
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Annexure H: Doctoral Seminar – Model Evaluation 
DEPARTMENT OF NURSING SCIENCE 
DOCTORAL SEMINAR:  EVALUATION OF MODEL 
(19 February 2019, Department of Nursing Science) 
‘A Model to Facilitate Mothers’ Caring of their Preterm Infants in an Informal 
Settlement, Gauteng’ 
1. How clear is the theory?
______________________________________________________________
______________________________________________________________ 
2. How simple is the theory?
______________________________________________________________
______________________________________________________________ 
3. How general is this theory?
______________________________________________________________
_____________________________________________________________ 
4. How accessible is this theory?
______________________________________________________________
______________________________________________________________ 
5. How important is this theory?
______________________________________________________________
______________________________________________________________ 
-Thank you for your valuable input- 
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Annexure I: Editing Certificate 
